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THE INFLUENCE OF MALARIAL THERAPY ON THE 
SEROLOGICAL REACTIONS OF CASES OF 
NEURO-SYPHILIS, WITH SPECIAL 
REFERENCE TO THE VERNES 
TEST.* 





By C. R. D. Brorners, M.D., B.S., 
Assistant Medical Officer, Mont Park Mental 
Hospital, Victoria, 

C. Farran-Ringe, B.Sc., M.B., Ch.M., D.P.M., 
Pathologist to the Victorian Department of 
Mental Hygiene, 

AND 


Sara GUNDERSEN, M.B., B.S., 
Bacteriology Department, University of Melbourne. 





Our present communication may be regarded as 
a preliminary account of a joint inquiry into the 
effects of malarial therapy on the serological 


1 Read at the annual meeting of the British Medical Associa- 
tion, Melbourne, September, 1935. 








reactions of patients suffering from neuro-syphilis, 
conducted by representatives of the Mont Park 
Mental Hospital and of the Bacteriology Depart- 
ment of the University of Melbourne. 

The clinical part of the work has been done by 
one of us (C.R.D.B.), while the Vernes and 
Wassermann tests have been carried out by_S.G. 
Professor Woodruff and C.F.R. have taken an 
active interest in the investigation, which would 
never have been undertaken if it had not been for 
the existence of the Vernes test. By this test it 
is possible by an optical method to make absolute 
measurements of the degree of flocculation pro- 
duced in syphilitic sera by an antigen consisting of 
an alcoholic extract of horse’s heart previously 
dehydrated and treated with ethylene perchloride. 

We shall not give a detailed account of the tech- 
nique, as those interested will find it fully described 
in a small book, “Ce Qu-il Faut Savoir de la Méthode 
Syphilimétrique Vernes”, by Marcel Léger and 
Gustave Martin. A short paper by Professor 








594 


THE MEDICAL JOURNAL OF AUSTRALIA. 





May 2, 1936. 





Woodruff, entitled “The Vernes Test as Applied in 
the Diagnosis and Treatment of Syphilis and 
Tuberculosis”, published in THz Mepicat JourRNAL 
or Austrrauia, February 28, 1931, can be recom- 
mended as giving a good idea of the principles 


upon which the test is based and of the way in 


which it can be used as a guide in treatment. 

For our purpose today it will suffice to state 
that Vernes’s apparatus consists essentially of two 
parts: (i) a mechanical mixer, electrically driven, 
for making a regular and uniform dilution of the 
antigen; (ii) the photometer itself, by which the 
intensity of the light passing through the turbid 
mixture-of antigen and serum is measured. There 
is a scale inside the instrument, and when, by means 
of an adjustable screw, the intensity of a standard 
image and the image from the serum under test 
have been made equally luminous, the figure on the 
scale gives a measure of the flocculation produced. 
The test is carried out by mixing 0-8 cubic centi- 
metre of serum with 0-4 cubic centimetre of antigen 
diluted 1 in 6-4 in the special mixer; in a control 
tube is placed a similar quantity of serum and 
alcoholic saline solution in place of antigen. The 
tubes are incubated for four hours in a water bath 
at 25° C. The result of the test is read by comparing 
the opacity of the test and control mixtures in the 
photometer. The difference between the two 
readings gives the degree of flocculation which has 
occurred. 

The outstanding point in favour of the Vernes 
test is that it replaces the vague notation “+”, “++”, 
“+++” or “” or “+”, which is subject to consider- 
able variation, depending on the personal equation 
of each individual observer, with a numerical 
notation which varies little, if at all, in the hands 
of different workers. 

As the degree of flocculation can be expressed in 
the form of a number, if periodical tests are made 
of serum or cerebro-spinal fluid, it is possible to 
plot the results so as to form a graph similar to a 
temperature chart. According to Vernes, such a 
graph makes it easy to follow the effects of 
treatment. If the curve definitely falls, the deduc- 
tion is that the disease process is abating and 
that the particular treatment being used is 
effective; if the curve does not fall, or definitely 
rises, then the conclusion is that the treatment is 
not producing any effect and should be replaced by 
something different. 

Our practice has been to take for examination 
specimens of blood and cerebro-spinal fluid before 
inoculating the patient with malaria, at the con- 
clusion of the malarial treatment, and at intervals 
subsequently for an indefinite period. 

On each occasion a Vernes test and a Wassermann 
test have been done on_both serum and cerebro- 
spinal fluid, while a cell count, a total protein 
estimation and a Pandy test have been made on the 
cerebro-spinal fluid as additional routine tests. 
The results of the serum -and cerebro-spinal fluid 
Vernes tests, of the total protein estimations, and 
of the cell counts have been plotted in the form of 





graphs, in which the horizontal base lines represent 
time in months, and the vertical scales, photometric 
index figures, cells per cubic millimetre and per- 
centages of total protein multiplied by 1,000. 


The majority of our patients have received one or 
more courses of intravenous injections of tryparsa- 
mide in addition to being infected with induced 
malarial fever. We ourselves consider malaria to 
be the vital factor in treatment; but, in deference 
to the general consensus of opinion that better 
clinical results are obtained when malaria treat- 
ment is followed by administration of tryparsamide, 
we have nearly always used the latter as an 
adjuvant. (Perhaps intravenous injections of 
tryparsamide following malarial treatment may, 
apart from their tonic effect, be of value in killing 
off spirochztes which have been weakened but not 
destroyed by the malarial fever.) 


In selecting the graphs for reproduction we have 
not been influenced by the clinical outcome of the 
cases which they illustrate. 


Before discussing some of the graphs we should 
like to refer to the necessity for early diagnosis in 
neuro-syphilis, first from the point of view of the 
patient, and secondly from the point of view of the 
public. ; 

It is self-evident that the sooner a disease is 
treated, the better; and general paralysis is no 
exception to this rule. Dr. W. D. Nicol, Medical 
Superintendent of Horton Mental Hospital, 
England, who has had exceptional experience in 
malarial treatment, finds that, when all clinical 
types are grouped together, remissions, good or 
partial, are obtained in 60%, of cases in which treat- 
ment is started within six months of the onset of 
symptoms, but in only 26% of those in which 
treatment is started within six and twelve months 
after the development of symptoms. 


~ We ought not to be content to diagnose neuro- 
syphilis within six months of the onset of symptoms, 
although at Mont Park we should be pleased indeed 
if we received all our patients as early as that. 
Neuro-syphilis should be diagnosed and treated 
before it gives rise to symptoms; it should be 
prevented rather than cured. This ideal could be 
realized if practitioners generally were alive to the 
necessity of having the cerebro-spinal fluid examined 
in all cases of primary and secondary syphilis 
before discharging their patients as recovered. 


In the words of the late Dr. Collier: 


In secondary syphilis, without nervous symptoms, 
changes are found in the fluid in 80 per cent. of the cases. 
The infection of the nervous system occurs early in the 
second stage of the disease and is a common happening. 
In many of the cases the infection dies out in the course 
of time, either spontaneously or as a result of treatment, 
and the cerebro-spinal fluid reverts to a normal condition. 
In other cases the infection remains and the Wassermann 
reaction continues positive in the cerebro-spinal fluid, and 
it is exclusively in this class of patient that tabes, general 
paralysis of the insane and the other degenerative 
maladies of the nervous system which are due to syphilis 
arise. Increased pressure, lymphocytosis, excess of 
albumin or a positive Wassermann reaction are found 
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with a frequency which diminishes in this order. If the 
blood and fluid are both normal.at the end of a year, 
neuro-syphilis is not likely to arise. 


The best treatment for neuro-syphilis at this stage 
is, in our opinion, a course of malarial fever. 

The general public is not considered in the matter 
of the early diagnosis of neuro-syphilis; yet it is 
one in which it is vitally concerned, for the victims 
of neuro-syphilis are liable to the sudden develop- 
ment of serious disabilities which, occurring in 
persons in responsible occupations, may lead to 
grave disaster. 

The kind of disabilities which we have in mind 
are transient states of mental confusion, apoplectic 
seizures, epileptiform fits and states of delirious 
excitement. One has only to reflect how preg- 
nant with disaster would be the occurrence 
of a state of mental confusion in a _ signal 
man at an important railway junction; or in 
a surgeon in the middle of an operation; or how 
undesirable it would be for a motorist to have a 
seizure in a busy thoroughfare. One can under- 
stand, too, how uncertain would be the future of 
the passengers in an express train if the engine 
driver were suddenly to develop an attack of 
delirious excitement and, thinking that red indians 
were after him, were to accelerate the train regard- 
lessly in his efforts to escape his imaginary 
pursuers. Finally, one can imagine how particularly 
unfortunate it would be for the passengers in an 
aeroplane if the pilot were to take a fit in mid-air. 
Neuro-syphilis is comparatively common, and all 
the occurrences that I have just pictured are real 
risks. We suggest that persons upon whose health 
the lives of others habitually depend should be 
medically examined at regular intervals with the 
possibility of neuro-syphilis in the examiner’s mind. 

A few representative charts out of the 170 at our 
disposal are appended. That they are of interest 
as showing graphically the effects of malarial treat- 
ment on the serological reactions of cases of neuro- 
syphilis will, we think, be conceded. The question 
arises: what, if anything, have we learnt from their 
study? We must admit that we have learnt 
comparatively little; but a few deductions of 
importance can be made from them, even if some of 
these deductions are merely confirmatory of what 
has been already established by others. Taking our 
charts as a whole, we find that two main types 
emerge. In one the cerebro-spinal fluid Vernes curve 
falls more or less rapidly to normal; in the other 
it remains raised for two years or longer. Why the 
Vernes antibody should disappear quickly in one 
patient and slowly in another we do not know. 

‘All the high, long-sustained curves have belonged 
to patients who were undoubtedly suffering from 
general paralysis of the insane. In every patient 
whose condition could be unhesitatingly ascribed 
to meningo-vascular syphilis the curve has fallen 
rapidly to normal. Unfortunately, other patients 
who seemed on clinical grounds to belong with 
certainty to the category of general paralysis of 
the insane have given curves which have also 
shown a rapid decline to zero. It may be that 





these patients were suffering from syphilitic pseudo- 
paresis. If, as seems quite likely, they were, it 
means that we must confess our inability to 
separate them clinically from cases of general 
paralysis of the insane. 

A high, long-sustained curve does not appear to 


“have any unfavourable prognostic significance. 


Many of our patients with this type of curve have 
left the hospital long ago and taken up their 
ordinary work again outside and appear in excellent 
health. If we were to be guided by their Vernes 
curves alone, we should consider that they were in 
urgent need of more treatment or some different 
kind of treatment. Experience, however, teaches 
us that high, long-sustained curves do ultimately 
(usually within three years) come down to normal 
spontaneously. 

By way of analogy, if we had some treatment for 
established typhoid fever that would rapidly kill 
off the causative bacilli, the patient would make a 
speedy clinical recovery; but if we were to insist 
that the agglutination titre of his serum for 
Bacillus typhosus had to be reduced to normal 
before he could be regarded as really cured, the 
unfortunate patient might be unnecessarily sub- 
jected to many courses of treatment over a period 
of years. Further, some patients would probably 
show a low titre that would rapidly decline, others 
a high titre which would persist indefinitely. Both 
types of patient would do well clinically in view 
of the fact that the infecting bacilli had been 
destroyed. 

Our recent experience confirms our previously 
held opinion that the cell count is the most valuable 
of all tests performed on the cerebro-spinal fluid 
and is the best guide to treatment. The fall in the 
cell count of the cerebro-spinal fluid following 
malarial treatment is often very abrupt and 
striking. Sudden rises in the cell count curve are 
usually associated with the occurrence of seizures. 

The results of the Vernes and Wassermann tests 
do not always run parallel, the Vernes test usually 
failing to give a reaction long before the Wasser- 
mann test, both in the serum and cerebro-spinal 
fluid. This fact may be explained by a difference 
in sensitivity. of the two tests or by the existence 
of different antibodies to which each test reacts 
specifically. 

The total protein curve can nearly always be 
correlated with the results of the Pandy test.. An 
increased percentage of total protein in the cerebro- 
spinal fluid is usually the last of all the abnormal 
findings to disappear. 


Typical Cases. 
Case I. General Paralysis of the Insane. 

T.W., aged thirty, was admitted to the Mont Park 
Hospital on July 15, 1932. He stated that nine years 
previously he had contracted syphilis and had been treated 
by injections; that one and a half years previously he had 
had three “fainting turns” without apparent cause; that he 
had been married for two years and that his wife had 
had one miscarriage. He claimed that he had never felt 
better; that he had invented a new system of gambling 
by means of which he expected to make at least £5,000 
per month; that he could easily swim the English Channel; 
in fact he could swim anywhere. 
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In his chart (Chart I) the following may be 
noted : : 

1. The cerebro-spinal fluid Vernes curve has 
reached zero in nine months, but nevertheless it 
has taken three years for the response to the 
Wassermann test in the cerebro-spinal fluid to 
become negative. 

2. The serum Vernes curve is low and the fluc- 
tuating response to the Wassermann test has finally 
become definitely negative. 

3. There is a precipitous drop in the cell count. 

4. The total protein curve is still raised after 
three years. 

Clinically the result has been good. For over 
two and a half years the patient has been earning 
his living as a seaman and is very well mentally 
and physically. 


Case II. Syphilitic Pseudo-Paresis. 


E.K. was admitted to Mont Park on February 16, 1933, 
slightly confused and imperfectly orientated. He did not 
express any delusions of grandeur or wealth, but com- 
plained chiefly of loss of memory and admitted that he 
had been a heavy drinker in the past. He was inoculated 
with malaria on February 22, 1933. 
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In his chart (Chart II) the following may be 
noted : 

1. The cerebro-spinal fluid Vernes curve shows the 
effect of treatment in a very striking way, falling 
to normal in a little over six months. The cerebro- 
spinal fluid failed to yield a reaction to the 
Wassermann test in about four months. 

2. The serum Vernes curve shows fluctuations and 
after seven months has not yet reached normal. 
The serum still gives a strongly positive Wasser- 
mann reaction. 

3. The cell count curve shows a steep initial fall 
and after a temporary rise tends to decline 
gradually to normal. 

4. The total protein curve shows a slow fall with 
some slight fluctuations. 

Clinically the patient has done very well. He 
was discharged on trial leave on October 9, 1933, 
and has net come back. 
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Case III. General Paralysis of the Insane, 

Wm.N., aged forty-three years, married, was brought 
to Mont Park on August 25, 1932, in a state of stupor, 
with a history of slowly progressive dementia for two 
years and a recent more rapid mental deterioration. 

In his chart (Chart III) the following may be 
noted : 

1. The high, long-sustained cerebro-spinal fluid 
Vernes curve stands at 118 twenty-five months after 
inoculation with malaria and does not quite reach 
normal even after thirty-three months. 

2. The cerebro-spinal fluid Wassermann reaction 
persists and is strongly positive. 

3. The serum Vernes curve, always low, has come 
down to normal, and the response in the serum to 
the Wassermann test has become negative in twenty 
months. 

4. The total protein curve is still raised above 
normal after thirty-three months. 

This case of general paralysis of the insane is of 
interest because: (i) It was more than twelve 
months after the malarial treatment before the 
patient began to show any mental improvement; 
in fact hope of improvement had been given up. 
(ii) It reminds us that one of the rarer modes of 
onset of general paralysis of the insane is with the 
occurrence of stupor. The patient, of course, still 
shows a considerable degree of dementia, but is 
bright and cheerful and a reliable ward worker. 


Case IV. Serological Neuro-Syphilis. 


R.J.B., aged forty years, single, was admitted to Mont 
Park on June 6, 1934, as a voluntary boarder. He said 
that he had contracted syphilis eight months previously 
and had received treatment by injections and inunctions, 
and he had come to the hospital for treatment on account 
of insomnia, from which he had been suffering for two 
months. He was inoculated with malaria on June 7, 1934. 
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In his chart (Chart IV) the following may be 
noted : 

1. There is a continuous rapid fall of the cerebro- 
spinal fluid Vernes curve to normal in thirteen 
months and the response of the cerebro-spinal fluid 
to the Wassermann test becomes negative in the 
same period. 
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2. The serum Vernes curve, low to start with, 
falls to normal in three months and the response of 
the serum to the Wassermann test becomes negative 
in the same time and remains negative. 

This chart is chosen because it reminds us that 
syphilitic infection of the nervous system often 
occurs early in the second stage of the disease. 


Case V. Tertiary Meningo-Vascular Syphilis. 

W.R., aged fifty-four years, was admitted to Mont Park 
Hospital on January 17, 1933, with the following history. 
Twelve months previously he had noticed for the first 
time numbness in the feet and legs, which had gradually 
become more pronounced. Later he had complained of 
attacks of pain radiating across his chest to either side. 
About seven months before coming to Mont Park he had 
begun to experience difficulty in walking, a trouble which 
had progressed until he was unable to walk at all without 
assistance. Three months previously a large ulcer had 
developed at the back of his tongue. He had been blind 
in the right eye for three years. On January 17, 1933, 
he was inoculated with malarial blood. 


In his chart (Chart V) the following may be 
noted : 

1. The cerebro-spinal fluid Vernes curve comes 
down to normal in nine months. The response of 
the cerebro-spinal fluid to the Wassermann test 
becomes negative in twenty months. 

2. The serum Vernes curve, low to start with, 
never quite reaches zero. The result of the Wasser- 
mann test applied to the serum remains strongly 
positive after thirty-one months. 

3. The cell count has been low throughout. 

4. The total protein curve reaches the normal 
level in twenty months. 

This patient is interesting because he has not 
received any tryparsamideor any kind of anti- 
syphilitic treatment other than a course of malarial 
fever, and has nevertheless done very well clinically. 
He is still in hospital, but is greatly improved 
mentally and does excellent work gardening, in spite 
of the spasticity of his lower limbs. 

On admission to hospital he was suffering from 
auricular fibrillation with signs of heart failure; 
indeed, the malarial fever had to be stopped tem- 
porarily because the state of his heart was getting 
worse. It is very noteworthy that his heart rhythm 
has now returned to normal. 


Case VI. Primary Syphilis. 


L.S., aged twenty-three years, was admitted to Mont 
Park Hospital as a voluntary boarder on July 19, 1933, 
with a chancre on the right side of the upper lip. He was 
not ill mentally. There was induration of the right 
cervical and submaxillary lymph glands and swelling of 
the right side of the face. There was a typical syphilitic 
roseola rash on the abdomen and back. A smear taken 
at the Melbourne Hospital from the discharge from the 
chancre showed the presence of spirochetes. His serum 
gave a positive reaction to the Wassermann test. 

On July 19, 1933, that is, on the day of his admission 
to hospital, he was inoculated with malarial blood. — 

On October 4 the chancre had entirely disappeared, 
the swelling of the face and neck had subsided, and the 
secondary rash was no longer perceptible. 

On October 14 the malarial fever was terminated after 
a satisfactory course of eight rigors, and on October 18, 
that is, one month after his admission to hospital, he 
was discharged. 























































































































May 2, 1936. THE MEDICAL JOURNAL OF AUSTRALIA. 599 
LST aad LOIS 
2 Tay CXfaber Neventer [December | Jrnary Wack | Api Ine Agus? [Sqprentery| Okrabe~ | lovente- Leconte | truary [Fe 
COMM) OCR BM) OPMM) 6 ROM) 62MM CRAM) OCR MM) 6 BAM) CRAM) E AEM) 6 RBM) 6 OHM) 6 ROM) OR BM) C7 BM|) CREM CBM) CCMA) ORBM| CREM 
& 
1| hy 
| 
eo 
50] 
440, Zs 
% 
30, \ 
x eet |——— 
a] | s . 
> 
. “ \ 1] \~ 
ee oR a ee | 
& ow! Siig .* 
\ 
} 70. \ ; ¥ 
60] \y ww 
50. M a 
\ 
\ 
\ 
J. 
z \. Nermo/ Vote Leve/ ~— 
20. a eS 
] P Pos 
0. is ers 
2 +s = ot oe — 
Feed Wesson FF FF FH +? +? = = * } 
Fak yal = 
Poy etcnd 
CuartT VI. 


The chart (Chart VI) shows the effect of malarial 
treatment alone, no other anti-syphilitic treatment 
of any kind having been employed. 

Note that the serum Vernes curve has fallen to 
normal in twelve months and has remained normal. 
The response of the serum to the Wassermann test 
has become negative in ten months and has stayed 
negative. The cerebro-spinal fluid was examined 
at the commencement of treatment and was found 
to be normal. 

The chancre on the lip, the enlarged cervical 
glands and the rash cleared up just as rapidly under 
malarial treatment as they could have been expected 
to have done with “Salvarsan”. The improvement 
in the patient’s general health was most gratifying. 

In deciding to treat this patient we argued that 
if malarial treatment was effective in curing 
general paralytics, in whom the spirochetes had 
been entrenched for ten years or longer, it was 
likely to be effective in treating cases of primary 
syphilis also. 
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HISTIDINE IN URINE AS AN INDICATION OF 
PREGNANCY. 





By Vera I. Kriecer, M.Sc. 


(From the Department of Biochemistry, University of 
Melbourne, and the Women’s Hospital, Melbourne.) 





DurRING recent years many authors have drawn 
attention to the importance of detecting histidine 
in. urine as an indication of the existence of 
pregnancy. 

The early methods were based on the action of 
bromine on the histidine of the urine, but proved 





unsatisfactory. In January, 1934, Kapeller-Adler™ 
published a method which consisted first in 
brominating the urine with a 1% solution of 
bromine in acetic acid, and then treating the 
mixture with an ammoniacal ammonium carbonate 
solution. In the details given in the paper par- 
ticular stress was laid on the necessity for avoiding 
the addition of an excess of bromine. This was 
done by adding bromine until the solution gave a 
distinct blue colour with starch iodide paper. He 
reported that the urine became reddish or dark red 
in colour when histidine was present. 

In November, 1934, a method was described by 
Weiss,‘?) the principle of which was similar to that 
of Kapeller-Adler’s method, but a much stronger 
bromine reagent was used. Also the bromine could 
be added much less cautiously, since excess was 
removed by extraction with chloroform. 

Seidman™) published a modification of the 
Kapeller-Adler method, in which the histidine was 
precipitated by Hopkin’s reagent—10% solution of 
mercuric sulphate in 5% sulphuric acid. This 
precipitate was decomposed by hydrogen sulphide, 
the mercuric sulphide was removed by centrifuging 
and -the clear, colourless or yellow fluid, after 
removal of the excess hydrogen sulphide by aeration, 
was treated with bromine and then with ammoniacal 
ammonium carbonate. Seidman tested the urine 
of 102 pregnant women by this method and obtained 
ninety-four positive reactions, whilst in that from 
97 non-pregnant women twenty-four positive 
reactions occurred. He concluded that histidine in 
a single specimen of urine was not useful as a test 
for pregnancy. Positive results from histidine tests 
coupled with negative results from ovulation tests 
showed that histidine was not necessarily excreted 
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in any intimate relation to the hormones of 
pregnancy. 

In 1935 Kapeller-Adler® submitted evidence 
indicating that the histidine in the urine of preg- 
nancy was due to the inactivation of the ferment 
histidase in the liver during pregnancy. He con- 
cluded that this ferment decomposed histidine in 
the liver and that therefore histidine was absent 
from normal urine. 


Experimental Work. 

A series of samples of urine from pregnant women 
was tested by the Kapeller-Adler method, but the 
colour change was most indefinite and frequently 
‘could be detected only by careful comparison with 
an equal volume of normal urine treated with 
ammoniacal ammonium carbonate. The strongest 
reaction was obtained in the urine of a patient 
when operative procedure was necessary for another 
condition and when it was thought that the patient 
was pregnant. On operation, in spite of a marked 
histidine reaction, it was found that no pregnancy 
existed. Fairly intense reactions were obtained in 
the urine of a young girl during the menstrual 
period. Specimens of urine from this subject were 
examined over a period of twenty-three days. The 
results are shown in column A of Table I, and the 
conclusion might be drawn that the histidine con- 
tent of the urine was related to changes in the ovary, 
the most marked reactions occurring just prior to 
menstruation. 

Similar changes were noted in the urine of 
another young woman (see column B, Table I), 
but the reactions were not as intense as in the 
earlier case. 

Urine from two other young women (columns C 
and D, Table I) were examined over a period of 
four weeks. On some occasions marked reactions 
occurred, on a few occasions negative results were 
recorded, but usually a slight reaction was observed. 
There was no correlation between intensity of 
reaction and menstrual period. 





The Weiss modification was tried, but the 
addition of excess bromine and the repeated extrac- 
tions with chloroform to remove the bromine 
resulted in fewer positive results being obtained. 
The use of chloroform to extract a slight excess of 
bromine was, however, found to be very useful and 
made the addition of the bromine less tedious. 

Many of the specimens of urine used were definitely 
alkaline, and it was thought that the reaction of 
the urine might affect the colour development. Urine 
was therefore adjusted to various hydrogen ion con- 
centrations, and the results indicated that definitely 
acid media gave the best colour development. A 
01% solution of histidine hydrochloride in water 
gave an intense blue violet colour when submitted 
to the Kapeller-Adler test. On the addition of equal 
volumes of different samples of urine to this solution 
a decrease in colour occurred, which was more 
marked with some specimens than with others. 
Different concentrations of histidine hydrochloride 
in ten cubic centimetre volumes of normal urine 
were tested and it was found that relatively large 
amounts of histidine must be present to obtain the 
colour reaction (Table II). 





TABLE II. 
A Comparison of the Kapeller-Adler and Seidman Methods on Solutions of 
Histidine Hydrochloride. 
Kapeller-Adler 
Milligrammes of 5 Seidman Method. 
Histidine Hydrochloride |(Histidine Hydrochloride|(Histidine Hydrochloride 
per Ten Cubic Centi- Dissolved in Ten Dissolved in Ten 


metres of Solution. Cubic Centimetres of Cubic Centimetres of 
Normal Urine.) Water.) 








5-0 milligrammes Intense red violet. Intense blue violet. 
3-3 milligrammes Red violet. a * - (brownish 
a ar: 

° 4 ellow. 
1-7 milligrammes — Colourless. 
1-0 milligrammes No detectable colour.| Colourless. 








When the Seidman method was used no precipi- 
tate was obtained with Hopkin’s reagent until the 
solution of histidine hydrochloride in water had 
stood with the reagent for some hours, except 

















TABLE I. 
Histidine Reactions in the Urine of Four Non-Pregnant Women between the Ages of Fifteen and Thirty-five Years. 
A. Kapeller-Adler Method. | B. Kapeller-Adler Method. C,. Seidman Method. D, Seidman Method. 
Date. Result. | Date. Result. Date. Result. Date. Result. 
May 27 + July 2 Negative. September 16 ++ September 12 Slight reaction. 
28 ++ 3 reaction. 19 ++++ 16 Slight reaction. 
29 +++ 4 Trace reaction. 24 ~-| Slight reaction. 19 Slight reaction. 
30 +++ 5 Trace reaction. 26 Slight reaction 20 Slight reaction. 
31 ++ 6 Trace reaction. 30 +++ 23 ++ 
June 1 Trace reaction. 9 + October 2 +++ 24 
2 Trace reaction 10 Trace reaction. 3 Slight +. 25 at 
3 Negative 11’ 10+ ++ 26 Slight reaction. 
4 Negative 12 Trace reaction. il ++++ 27 Negative. 
5 Trace. 13 Trace reaction. 13* 28 Sa 
6 Trace 15 Trace reaction. 29 +++ 
7 Trace 22 Slight reaction. 30 +++ 
8? Negative October 1 +++ 
1l Trace. 2 Slight reaction. 
13 Slight positive 3 Slight reaction. 
14 + 4 
15 + 7 
16 + 10 Negative. 
18 ++ il Trace reaction. 
19 +4 14 + 
20 ++ 16 Trace reaction. 
21 + 
! 




















1 Menstruation commenced. 


* Menstruation ceased. 
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with concentrated solutions. The colour reactions 
obtained with different concentrations of histidine 
hydrochloride in water are shown in Table II. 

The results show that with solutions of histidine 
hydrochloride in water the Kapeller-Adler method 
is capable of detecting smaller amounts of histidine 
than the Seidman method. 


Comparison of Methods. 


Urine from a non-pregnant woman was added to 
01% histidine hydrochloride solution in water in 
varying proportions. Ten cubic centimetre volumes 
of these solutions were submitted to treatment with 
bromine reagent under varying conditions, and also 
to the Seidman test. The results are tabulated in 
Table III and indicate that the Seidman method is 
more reliable than the Kapeller-Adler for small 
concentrations of histidine in urine. 

In order to determine that the colour developed 
in the Seidman reaction was not due to either 
urates or purins precipitated by the Hopkin’s 
reagent, the following experiment was performed. 
The urates and purins were precipitated by the 
method described by Kennaway“? from 300 cubic 
centimetres of urine. The urates were dissolved 
in the minimum amount of 10% caustic soda and 
diluted to 20 cubic centimetres. The purin precipi- 


tate was dissolved in water and diluted. to 20 cubic 


centimetres. 
The following were each submitted to the Seidman 
test. 
(a) 10 cubic centimetres urate solution, 3-5 cubic centi- 
metres water. 
(b) 10 cubic centimetres urate solution, 3-5 cubic centi- 
metres 0:1% histidine hydrochloride. 
(c) 10 cubic centimetres purin solution, 3-5 cubic centi- 
metres water. 
(d) 10 cubic centimetres purin solution, 3-5 cubic centi- 
metres 0-1% histidine hydrochloride. 
(e) 10 cubic centimetres water, 3-5 cubic centimetres 
0-1% histidine hydrochloride. 


After the addition of Hopkin’s reagent flocculent 
precipitates occurred in solutions (@), (b), (c) and 
(d), whilst a white powdery precipitate came down 
in solution (e) after standing overnight. No colour 
developed after treatment with the bromine reagent 
and ammoniacal ammonium carbonate in solutions 





(e) (histidine hydrochloride in water), in (a) 
(urate), nor in (c) (purin). A deep pink colour 
of approximately the same intensity developed in 
(b) (urate and histidine hydrochloride) and in 
(d) (purin and histidine hydrochloride). 

These results indicate the possibility that histi- 
dine~is adsorbed onto flocculent precipitates such 
as these, and hence smaller concentrations of 
histidine can be detected in urine than in water. 
An explanation is also afforded for the results in 
some specimens of urine, namely a “negative” 
response or very slight Seidman reaction accom- 
panied by a marked Kapeller-Adler reaction. 

In urine containing less urates and purins there 
is less chance of adsorption of the histidine and 
therefore more likelihood of negative results. 
Urine from several women in the late stages of 
pregnancy was tested by the modified Kapeller- 
Adler and the Seidman methods. Two Seidman 
tests were made for each sample of urine, aluminium 
oxide being added to one specimen to test whether 
insoluble compounds of this type would aid in the 
“dragging down” of the histidine. Marked reactions 
were obtained, but less intense colour developed in 
those specimens of urine to which the aluminium 
oxide had been added. The possibility of combina- 
tion between the purin and histidine before develop- 
ment of the colour cannot therefore be overlooked. 

Urine from 119 consecutive persons, including 
males, non-pregnant females, early and late preg- 
nant women, and women during the puerperium was 
examined by the Kapeller-Adler and Weiss methods 
(acidified urine) and also by the Seidman method. 
With small concentrations of histidine the Seidman 
test gave the more satisfactory results, since pale 
pink and buff shades developed from colourless or 
faintly yellow solutions. With the other methods 
definite differences from the controls could be 
detected, but the colour varied greatly, owing 
largely to the variation in the amount of pigment 
present in the various urines. 

In Table IV the observations from the Seidman 
test in this series of specimens of urine are tabu- 
lated and the comparison shows that even in male 
urine small amounts of histidine are frequently 
present. 




















TABLE III. 
A Comparison of the Results of the Methods Described on Various Concentrations of Histidine Hydrochloride in Urine. 
| Modified Kapeller-Adler. Seidman. 
Concentration of Histidine | Colour of Kapeller-Adler. 
Hydrochloride. Urine. | | Cc. 

A. B. D. E. 

| | 
5-0 milligrammes in 10 cubic centimetres Pale yellow. | Deep blue violet. eA blue | Deep blue violet. | Deep pink. Deeper pink. 

violet. 

3-3 milligrammes in 10 cubic centimetres Pale yellow. | Blue violet. Blue tinged red. | Violet. Pink. Pale pink 
2-5 milligrammes in 10 cubic centimetres Pale yellow. | Red, trace blue. | Red, trace blue. ‘| Blue, trace red. |. Pink. Pale pink. 
2-0 milligsammes in 10 cubic centimetres Pale yellow. — —— Pink. Pale pink. 
1-7 milligrammes in 10 cubic centimetres Pale yellow. Pink. Pink. Buff. Pale pink. Paler pink. 
1-0 milligramme = 10 ons aye Pale yellow. | Reddish tinge. Yellow. Yellow. Pale buff pink. Pale buff pink. 
Control urine Pale yellow. Negative. Negative. Negative. Pale buff pink. Pale buff pink. 














A=Modified Weiss method on urine treated with one cubic centimetre glacial acetic acid. 


(Bromine added cautiously.) 


B=Urine treated with one cubic centimetre glacial acetic acid and brominated by addition of dilute bromine reagent (*/,. Weiss). 


C=Kapeller-Adler method. 


D=Seidman method. (Urine treated with Hopkin’s reagent for half an hour.) 
E=Seidman method. (Urine treated with Hopkin’s reagent for two hours.) 
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TABLE IV. 
The Occurrence of Histidine in Urine from 119 Persons. 





























Seidman Test. 
> | ja of |. 
Type of Person | Specimens | | 
Investigated. | Investigated. | No Slight | 
| | Reaction. | Reaction. | Positive. 
| | % % % 
Male ° 15 | 27 20 53 
| | 
Non-pregnant female— | 
(a) Over 45 years .. | 20 10 45 45 
(6) Under 45 years | 20 15 45 40 
| } 
Puerperal .... 20 | _35 so | (15 
Early pregnancy (two 
to four months) .. 20 35 40 | 25 
Late pregnancy es 24 21 33 46 





A greater number of very marked reactions 
occurred in urine of pregnancy, but many specmens 
of urine in this group gave negative results or 
showed only a very slight development of colour. 
Daily examinations of urine from young non- 
pregnant women showed positive reactions on some 
occasions, although generally these were not quite 
so pronounced as those obtained in some of the 
urine from pregnant women. 


Conclusions. 


This histidine test is not reliable as a test for 
pregnancy, since positive results may be obtained 
with urine from males and non-pregnant females, 
whilst many specimens of urine from pregnant 
women (particularly in early pregnancy) fail to 
give any reaction. The test is not capable of quanti- 
tative application, since, although some urine of 
pregnancy shows the presence of larger amounts of 
histidine than does urine from males or non- 
pregnant females, some specimens show only traces 
present and in others none is detectable. 

The results of this investigation thus verify the 
conclusion of Seidman“) and also the observation 
of Stern,“ who obtained 5-6% positive histidine 
reactions in urine from non-pregnant women, 15% 
to 20% failure to react in early pregnancy, and 94% 
positive reactions in late pregnancy. The results 
presented in this paper do not support Kapeller- 
Adler’s theory that histidine in urine of preg- 
nancy is.due to inactivation of the ferment histidase 
in this condition. Histidine is shown to be present 
in many specimens of urine from males and non- 
pregnant females and is absent from many 
specimens of urine in pregnancy. 


Summary. 
The Kapeller-Adler, Weiss and Seidman methods 


for the detection of histidine in urine are critically 


reviewed. 
The Seidman method is the most satisfactory 
method for histidine in urine, since the colour 


SS — 





reactions are not masked by pigments present in 
the urine. 

Occasionally pronounced reactions are given by 
a modified Weiss method (strong bromine reagent 
cautiously added) when only slight Seidman 
reactions are obtained. This is possibly due to 
decreased amounts of urates and purins in the 
urine. 

The results obtained by these various methods 
on a series of specimens of urine from male, non- 
pregnant female, early and late pregnancy subjects, 
and also from women during the puerperium, are 
tabulated. 

The conclusions of Seidman and Stern, that this 
test is valueless as a means of detecting pregnancy, 
particularly early pregnancy, are verified. 
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THE CLINICAL NATURE OF RADIOLOGY: SOME 
THEORETICAL CONSIDERATIONS. 





By Eric W. Frecker, M.R.C.P. (Edinburgh), 
M.B., Ch.M. (Sydney), 
Sydney. 





Or all the special vocations in the practice of 
medicine, radiology covers the widest domain and 
possesses the broadest interests. There is scarcely 
a field of medical endeavour to which its clarifying 
ray has not been profitably directed, but in this 
essay attention will be confined to theoretical con- 
siderations of the diagnostic aspect alone. This 
wide range is due to the fact that it is a practical 
specialty of method, employing a tool of universal 
and unique utility, and that it does not limit its 
activities to any given set of medical phenomena. 
Like surgery, also a specialty of method, it ranges 
widely, continuously seeking new fields in which to 
apply its talents. It is the most diffuse and general 
of the specialties, requiring for its adequate prosecu- 
tion an extensive knowledge and experience of 
general medicine, in addition to the very neces- 
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sary technical and instrumental efficiency. The 
phenomena that concern the physician and the 
radiologist are identical in their nature and extent, 
the angle of approach being the only difference 
between the two investigations. 


Current Misconceptions. 


As the services rendered by radiology to the art 
of diagnosis are paralleled only by those of anzxs- 
thesia and antisepsis for treatment, it is quite 
reasonable to assert that the possibilities inherent 
in the X ray method have changed and are 
changing the whole face of medical and surgical 
practice. It is impossible to visualize modern 
medicine, as we know it, without this so recently 
acquired aid. The consequent increasing indications 
for its diagnostic use render it imperative that we 
should carefully define the exact place the X ray 
examination shall hold in the general scheme of 
diagnosis and its philosophical significance in 
general rather than its particular significance in 
individual instances of disease. The closest atten- 
tion and the greatest energy have been devoted to 
the development of practical detail to the detriment 
of any logical and balanced consideration of the 
proper general functions of the method or of its 
relation to other facets of diagnostic practice. In 
spite of its importance and value, the gravest mis- 
conceptions as to this general status still exist and 
prevent the method realizing its full possibilities. 

The mechanical and manipulative charm of 
apparatus and procedure tends to divert the atten- 
tion of the radiologist with tastes in this direction 
from the final medical end to the immediate means. 
The impressive and fascinating machinery combined 
with the lure of electricity tends to foster, even 
in his mind, the idea of a machine-made diagnosis, 
based on an occult empiricism and essentially 
distinct from other clinical findings. The purely 
clinical nature of his calling is overlain and 
smothered by the prestige of his armamentarium 
and by the constant striving to produce mere tech- 
nical perfection in its use. There is a real danger 
that the radiologist will become the mental slave 
of his machine instead of its intelligent master. 
Ideally, the instrument and its manipulation should 
be forgotten, even as the stethoscope is forgotten 
by the physician. From long habit and from correct 
design of the instrument itself, mechanical pro- 
cedure should be smooth, easy and almost sub- 
conscious, leaving the higher levels of intellect free 
to watch and search, to observe and to make deduc- 
tions with the same concentrated industry as in a 
keen and thorough bedside examination. The 
ultimate facts sought are medical and surgical, not 
radiological or electrical, and these facts, when 
found, must be fitted into the general contours of 
the investigation to make an intellectually accep- 
table whole or, in other words, a_ reasonable 
diagnosis. They should not be sought by a mind 
shorn of all topical allusion, but with an alert and 
directive purpose, seeking to explain, to illustrate, 
or to amplify the signs, symptoms and history 
already known; nor should they, when found, be 





cast into the teeth of the clinician as more or less 
indigestible morsels which he must assimilate as 
best he can. The radiologist must digest his own 
findings before he passes them on, fully appreciating 
and indicating the total clinical significance and 
implications of his data, for in any other mode he 
becomes a mere high grade technician. 

Most patients are convinced that the latent 
ingenuity of the machine, when evoked by the 
ministering radiologist, itself produces annotated 
pictures of their disease. They consider the whole 
operation analogous to the firing of a gun. Pressure 
upon the trigger sets up an inevitable train of 
events culminating in a diagnostic certainty. Such 
a conviction is natural enough to the lay mind, but 
it is surprising how strong a tincture of the same 
attitude permeates professional thought and action. 
There is on the whole a distinct failure to grasp 
the real pith and core of the principle underlying 
the method. Its essentially clinical character is 
ignored and the mutual adjustment of the X ray 
data with the other components of diagnosis is 
entirely lacking. 

Physicians vary in their reaction to the X ray 
finding. At one extreme stand those who accept 
only with great difficulty any report contrary to 
their preconceived opinion. These are the tough- 
minded who carry the duty of scientific doubt into 
its last strongholds. At the other extreme, still 
worse, are those of credulous humour, often diag- 
nostically forlorn, who act with embarrassing 
swiftness upon the. radiologist’s unverified data. 
Even a suggestion of possibilities may spur them 
into immediate, unconsidered and violent action, 
for to these the X ray findings are peculiarly 
ultimate and almost sacrosanct. 

The majority of clinicians, however, whilst not 
holding such extreme views, tacitly expect every 
individual act of radiological examination to be 
diagnostically final in either a negative or positive 
sense, but preferably the latter. There is an inclina- 
tion to resent any shades of opinion from the 
radiologist in terms of alternative possibilities or 
probabilities as a vexing inefficiency or vagueness 
on his part. He is-somehow always expected to 
present a finished and perfect pearl of wisdom as 
his contribution to the diagnostic crown. So impos- 
sible a standard, thoughtlessly imposed, has 
impelled him to assume an unequivocal and absolute 
tone scarcely warranted by the intrinsic philosophy 
of his method. Too eager to justify his calling, he 
has unconsciously created the impression that the 
X ray examination is self-sufficient, self-contained, 
and in but little dependence upon the clinical 
context. The radiologist invented the term “X ray 
diagnosis” and has not even yet fully realized its 
pernicious implications. Bad terminology is the 
source of much confused thinking, and this single, 
unhappily chosen phrase has invested the whole 
X ray method with a false air of independence, 
segregating it from other less elaborate aids to 
diagnosis. The radiologist has almost come to be 
considered an oracle, available for the solution 
of specific problems, with a distinct and final yea or 
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nay—a kind of “bottle imp”, to be uncorked in 
special emergencies. The term “X ray diagnosis” 
should be wiped out of 6ur vocabulary, for the 
genuine merits of X ray investigation are suf- 
ficiently great without the creation of false ones. 
X ray data very often dominate the diagnosis, but 
never, in a scientific sense, should they be allowed 
to form a complete basis of decision when unsup- 
ported by the other clinical factors present. 


Some Considerations on Diagnosis in General. 


The formation of a diagnosis should be based 
upon the known data, and these data are cus- 
tomarily divided into, first, the history—probably 
the more important—and, second, the physical 
findings, which we may take to include all the 
objective facts available and relevant, including 
the results of radiological, pathological and other 
instrumental investigations, where applicable. The 
ideal matrix from which the correct diagnosis is 
modelled consists of an interwoven collection of all 
the elements that it is possible to discover from 
the exploration of every possible method and of 
every available avenue of approach. Manifestly, 
like all ideals of any worth, this will be often 
attempted, but seldom achieved. Nevertheless, until 
this ideal condition is approximated the patient is, 
strictly speaking, incompletely examined, and 
incomplete examination is the source of most 
avoidable error. 

The X ray examination therefore is only a portion 
of this fundamental matrix and to base the diag- 
nosis on its results alone is to pronounce the 
solution of the problem on unnecessarily incomplete 
evidence, with considerable risk that the remaining 
elements of the matrix will not fit in. The part, 
in short, cannot always successfully usurp the 
functions of the whole. Each mode of investigation, 
whether it is radiological, pathological or purely 
clinical, discovers facts of a nature peculiar to 
itself and probably available by none of the other 
methods. But whatsoever the source of the facts 
collected, they all bear on the same problem and 
are interrelated one set with the other. Hence the 
interpretation of a doubtful feature ascertained by 
one method may be clarified or corrected by facts 
brought to light by an entirely different method. 
The final solution of the problem, obscure when 
considering one class of data, may become 
immediately evident when the whole field is 

- surveyed. It is therefore clear that radiologist and 
clinician should mutually instruct one another in 
every particular, for each depends on the other for 
the provision of some elements of his decision. 

The diagnosis in the light of current medical 
knowledge should reasonably incorporate all the 
facts collected. Once this stage is reached, it may 
be used as a working hypothesis on which further 
investigation, or perhaps treatment, is based. It 
may be made by the recognition of a known syn- 
drome, but more often, in difficult circumstances, 
it is made by the enumeration of a limited number 
of possibilities followed by a series of carefully 
chosen acts of investigation designed to eliminate 





or estimate the diagnostic worth of each proposed 
entity. The important point is that in these pro- 
cesses not one method but all methods may be 
used. The characteristics of the blood as shown 
by a differential count of the white cells, the shape 
of a temperature curve, the periodicity of a pain, 
the X ray appearance of the lungs, the instrumental 
examination of the rectum, the estimation of the 
basal metabolic respiratory quotient, the presence 
of a peculiar family history, the result of a thera- 
peutic application of X rays, all these and infinitely 
more artifices and methods are used daily to make 
a diagnosis. The attempt to use any one method as 
a royal road to decision must be specially prone 
to error and failure from the more or less limited 
nature of the premises on which the conclusion is 
formed. 

In a scientific sense these special examinations 
might be considered as crucial experiments of a 
stereotyped nature designed to test the validity of 
our provisional diagnosis or working hypothesis. 
In practice many provisional diagnoses never 
become absolute and are always liable to modifica- 
tion in order that they may assimilate new facts 
which have arisen, incompatible with the old 
hypothesis. This is the way of science in all its 
departments and is not peculiar to medical practice. 
Many diagnoses are finally made only in the 
operating theatre or post mortem room, but it is 
essentially the function of the radiologist to assist 
in the development and stabilization of the working 
hypothesis used to guide treatment before this 
ultimate stage is reached. His duty is not to make 
the diagnosis, but to collect facts of diagnostic 
value. 


X Ray Applications to Diagnosis. 


From its intricacy and diversity of method X ray 
investigation is an aimed procedure directed to the 
examination of one organ or of one part at a time. 
This single-mindedness has caused it to be used in 
the search for suspected abnormality rather than in 
general examination. Such specificity of purpose 
necessarily implies some clinical preconceived idea 
to direct the method in the very beginning. The 
actual X ray examination is thus clearly seen to 
be an interpolated incident in the general conduct 
of the patient’s examination, necessarily preceded 
and often followed by other diagnostic works. A 
general investigation embracing all ordinary X ray 
methods would have an immense value, but would 
constitute too heavy a physical burden for the sick 
patient, so that the most appropriate investigations 
must be selected in each instance under the 
guidance of the clinical indications. It is the 
capacity to produce additional evidence for the 
support or denial of the provisional diagnosis (or 
preconceived idea if development has not reached 
the stage of diagnosis) which makes the method so 
useful. This provisional diagnosis, be it noted, is 
a clinical impression based on a total review of the 
patient’s clinical condition. Such X ray evidence 
gives direct information as to the internal structure 
of the body or part, and cannot be obtained with 





ae i tee ti ie eee of ee ak eee eae Joe ee ee a Oe 


on ah a mee’ ae Co ok 6+ ei i 6m «ee ee 4 eee ele ce ee aoe ote oe Oe ak «a, 


— - teh O58 bee CUlC Cll 


ee a a a ee 


el ie Ee ee es ee ee | 








May 2, 1936. 


THE MEDICAL JOURNAL OF AUSTRALIA. 605 





the same certainty or celerity in the living by any 
other method. It is straitly limited by precise 
physical laws which are now well understood, but, 


- such as it is, it constitutes a unique contribution 


to diagnosis. To the trained mind it virtually 
produces visual demonstration of lesions previously 
diagnosed or merely suspected on much less secure 
foundations. The detailed spatial extensiveness of 
vision lies behind all its findings and, where 
physical conditions are suitable, as, for example, in 
the lungs, the threshold for the detection of early 
pathological lesions is very much lower than by 
any other method. It follows inevitably that 
habitual failure to employ X rays when they are 
indicated sooner or later will mean the loss of 
critical diagnostic evidence and the resultant 
failure of the treatment imposed. 

Regarded in its simplest essence, and disregarding 
for the moment all the technical complexity neces- 
sary, the use of X rays is merely another manner of 
“seeing” or of observation, granting to the clinician 
an additional clinical sense, which he should use 
through his radiologist exactly as he uses his ears, 
eyes, fingers and nose. Its findings have no greater 
philosophical significance than those resulting from 
mere ocular inspection, and, indeed, the results of 
this latter simplicity may be conceivably far more 
important than those from the most elaborate X ray 
procedure. The X ray examination, however, is 
capable of producing additional evidence beyond the 
reach of the simpler methods. The problem before 
the radiologist is the age-old problem of the patient 
and his diagnosis. Though he produces information 
of the most vital importance, he attacks the problem 
with his new and original instruments from one 
aspect only. The novelty and power of the method 
should not delude him into the arrogant belief 
that he has thereby created fresh principles of 
diagnosis, superseding the old ones, for he has 
merely devised a more potent but limited method 
of eliciting facts concerning the same patient with 
the same diseases. His method is ancillary only, 
not absolute. 


Philosophical Considerations. 


In general terms, the radiological investigation 
is based upon the direct demonstration of 
anatomical change. Gross distortions of the 
customary relations are at once appreciated, and 
on a lesser scale X ray appearances show a rough 
parallel to the naked-eye appearances of morbid 
anatomy. This parallel should not be pushed too 
far, for on the photographic film the very intensity 
of the process is apt to blot out all detail, leaving 
but little standard of comparison. 

Medicine being based upon anatomy, this branch 
of knowledge has been developed since the dawn 
of medical history. The study .of human structure 
therefore, with its pathological variations, is further 
advanced and better defined than any other depart- 
ment of medical science. A wealth of precise and 
exhaustive detail is available, forming a funda- 
mental mass of fact and principle on which the 
radiologist may base his conclusions in the 





individual examination. The standards by which 
he observes the resulta of disease or injury are 
visual and anatomical; and from each aspect the 
standard is exact, concrete and fully developed. 
The efficient radiologist who has mastered the art of 
X ray interpretation is in a position to make scien- 
tific deductions from the actual observation of real 
phenomena, the implications and relations of which 
have been already well worked out. Provided he 
has an adequate background of general medical 
knowledge and experience, with some powers of 
integration, the radiologist can put forward 
decisions more truly scientific than is usually 
possible in the practice of medicine. 

The intellectual feat of diagnosis is not based 
solely upon a rigid consideration of cause and 
effect, wherein nothing is taken for granted. 
Practically it is the formation in the mind of the 
examiner of a somewhat subjective or rational con- 
ception, in which all the observed facts lie com- 
fortably, amicably and compatibly with one 
another, and with all the other fact-images which 
form the examiner’s body of knowledge. 


It is formed partly by experimental reasoning 
and partly by an empiricism ultimately arising 
from past experience. Any element lacking for a 
conclusion is usually filled in by a subjective act of 
rationalization, purely intellectual, only distantly 
related to reality through mental processes, and 
unconsciously coloured and shaped by personality 
and environment. Few diagnoses would satisfy 
the postulates for scientific truth, though the far-off 
ideal is a rigid application of the scientific method. 


Rather strangely, this subjective element in our 
decisions carries for each of us a far greater 
conviction or necessity than any experimental con- 
clusion derived from stern facts. Though often 
scarcely more than a personal opinion, it is felt 
to be the cherished offspring of our own brain, a 
part of ourselves, whilst the more strictly formed 
conclusions have only a necessity forced upon us by 
an external reality foreign to our ego. This 
emotional preference for the inwardly derived 
decision is so pronounced that the constraint 
imposed by outwardly observed facts is often 
resented or even ignored, if such facts tend to 
defeat the inner decision. The acrimony so often 
needlessly displayed in scientific argument probably 
reflects the degree of subjective rationalization 
behind the conclusions upheld, for true science 
teaches a detached humility, allowing the facts to 
speak for themselves. From a scientific viewpoint, 
rationalization is a defective method of reasoning, 
in so far as it is not wholly based on reality; but 
in practical affairs, though art is long, life is short 
and judgement difficult; as “opportunity is tran- 
sient”, irrevocable and irreversible, decisions must 
be made on evidence often incomplete and some- 
times flimsy. When information is incomplete, 
rationalization is the only alternative to a supine 
indecision which paralyses all action and initiative. 
It gives sufficient conviction to shape our course in 
regions where true science is dumb with indecision, 
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and forms that primary stimulus for man to act 
and create events which affget the course and occur- 
rence of real phenomena. From the consideration 
of this action and its observed results arises the 
germ of experimental thought. On the other hand, 
where knowledge is systematized and more complete, 
scientific methods of thought can be employed at 
once, for the chain of cause and effect is then clear 
and evident, and experimental reasoning leads us 
rapidly from fact to fact to a rigid canclusion. 

The rational element in diagnosis must be 
accepted as the best possible expedient in the cir- 
cumstances, even though it be prone to error. It 
fills the cup of conviction, which flows over into 
immediate action, and immediate action in the 
form of treatment or further investigation is the 
patient’s just demand. 

Any satisfying form of treatment must wait upon 
diagnosis; hence the practising physician must 
daily form decisions of imperious urgency on the 
basis of facts often sorrowfully inadequate from 
the experimental viewpoint. When all the available 
data that time permits have been collected, action 
of some kind must immediately follow, whether it 
be drastic and radical or merely temporizing and 
palliative. The intolerable conditions are indecision 
and inactivity. Let us hear Haldane, himself a 
physician, but speaking here of the practical affairs 
of life in general: 

Any system in which the suspense of judgement leads 
to the suspense of action will inevitably perish at the 
hands of men who are prepared to act, however utterly 
nonsensical be the motives that lead them. 

Quacks have long understood the psychological 
value of dogmatism and of decided lines of treat- 
ment, irrespective of the virtue of that treatment. 
The physician, however, with his higher ethical 
standards, must have conviction before action, and 
often the only road to such conviction is through 
supplementary thought processes of inner rather 
than of outer derivation. The value of these 
elements in terms of reality will finally depend 
upon the acquired equipment and native develop- 
ment of the mind in which they -are produced. 
Clinical acumen is largely the ability to form 
potent judgements on insufficient or merely con- 
tributory evidence; but the greater our series of 
concrete verified data and thé more developed the 
system of knowledge with which these data are 
related, the more scientific will our conclusions 
become. Conversely, the more we are compelled to 
rationalize, the greater will be our chance of error. 
A rigid adherence to the laws of experimental 
reasoning is possible in the laboratory only when 
“suspense of judgement” may be praiseworthy, since 
time, like truth, is eternal. But in the practice of 
an art like medicine, though we certainly deal with 
truth, we have also to deal with expediency and 
opportunity. Rationalization, intuition, common 
sense, intellect, call it what you will, must then have 
its say. At the worst we slowly rise to an informed 
empiricism and at the best we finally attain to.a 
truly scientific understanding, the errors between 
being written to the account as experience. 





The X ray method possesses attributes which 
peculiarly adapt it to the solution of this 


intellectual problem in _ diagnosis. Action, 
immediately desirable, waits upon diagnosis; 
diagnosis lingers unless we use _ intellectual 


processes whose conclusions are of doubtful validity. 
The only solution is the provision of fresh real 
facts of known significance and relations, from 
which by experimental or scientific reasoning we can 
deduce valid conclusions based on reality and not 
on thought processes. 

All these the X ray investigation supplies in large 
measure, as its essential function is the positive 
visualization of those inner structural changes 
already known and exhaustively described as normal 
and morbid anatomy. A knowledge of these very 
changes is the particular goal which the physician 
daily seeks by more indirect methods. 

By its appeal to real anatomical phenomena the 
method forms an active and effective check upon 
the constant tendency to rationalize our way to a 
diagnosis and furnishes a degree of conviction 
nearly equal to that of the post mortem room. It 
reminds the proud and metaphysically minded 
physician that there is a living equivalent to the 
post mortem examination, whereby he can measure 
the value of his conclusions against the real 
anatomical structure of the patient himself. As 
nearly as can be imagined, in a practical art, it 
satisfies the classical injunction to submit our 
findings to Nature herself. By the revelation of 
fresh, vital or critical facts it hastens the urgent 
and necessary decision, not by a subjective mental 
process of acknowledged imperfection, but by the 
experimental observation of objective reality itself. 


The X Ray Film. 

The tangible production of the radiologist is the 
film, often regarded as his ultimate achievement, 
but in reality only a means to the end. Much of 
the current misconception of the radiologist’s func- 
tion is due to the belief that this film is a picture 
which contains indisputable evidence in itself alone 
of the exact pathological nature of the lesion 
present. The X ray film, however, is a record, in 
terms of density, of the summated layers of the part 
examined, and the three dimensions in terms of 
that density are compressed into the two of the 
film. A picture, on ‘the other hand, is a record of 
reflected light from surfaces. .It depicts aspects of 
objects with which we are familiar, and even a flat 
picture has third dimensional _ significance. 
Though the X ray film presents a very valuable 
spatial relationship and depicts profiles in their 
normal aspects, it is not a picture. When 
inspecting an X ray negative, we must realize that, 
like Alice, we have stepped “through the looking- 
glass” and are in a. world of unfamiliar standards 
and strange criteria. To acquire the necessary 
training to appreciate these standards and criteria 
is the special function of the radiologist. The 
appreciation of the medical significance of the 
shadows is, with a few exceptions, mainly a matter 
of general medical training and clinical judgement. 
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Every part and organ has an average normal 
relationship of its densities, and the study of films 
and images of these parts constitutes the 
radiologist’s normal anatomy. These appearances 
differ in most cases from the traditional anatomical 
teaching based on the cadaver, and it has been 
necessary to acquire by experience the knowledge of 
a living X ray anatomy not seen by other methods. 
Herein lies the prime necessity for special 
radiological training. The disturbance of these 
densities and their relationships forms the 
radiologist’s morbid anatomy and X ray pathology. 
Here again familiar pathological processes have to 
be recognized by their unfamiliar shadows. The 
film is thus a detailed shadow expressing the 
relative densities of the normal or abnormal 
features present. Interpretation of the film is a 
reasoned attempt to explain any abnormal physical 
appearances in terms of current anatomy, physiology 
and pathology. Diagnosis, however, is the welding 
of this finding with all other findings into 
a medically compatible whole and implies much 
more than the X ray method is capable of yielding 
on its own derived data alone. 


Shadows are usually regarded as tenuous, 
unsubstantial and fleeting, but they have a reality 
of exactly the same order as the material things 
that cause them. “The picture of a shadow is a 
positive thing”, says Locke, in his “Essay of Human 
Understanding”, and a little thought will show how 
exact and precise is the physical law expressing the 
relation between the object and its shadow. Given 
an understanding of these primary relations and 
sufficient radiological education, want of intel- 
ligence in the conclusions derived from the study 
of the X ray film occurs only when the shadow 
records are allowed to assume an overweening 
importance or are interpreted on lines alien to the 
clinical and pathological probabilities. 


To assume that the X ray film is a picture is an 
error, but to assume that every abnormal 
appearance carries the pathognomonic signature of 
the underlying disease is a vicious half-truth, which 
immediately threatens the rational bases of 
diagnosis. Some X ray appearances are s0 
characteristic that they almost approach diagnostic 
certainty, but very frequently the shadow records 
admit of plural interpretations if we do not use the 
clinical context in a process of selection. Hazy, 
ill-defined infiltration at a lung apex is usually 
tuberculous, but may represent a fungus infection 
or the residuum of a clearing influenzal pneumonia. 
The X ray appearance may be consistent with any 
one of these three hypotheses until we examine the 
films in the light of the clinical data present. Solu- 
tion of the difficulty is then usually easy if the laws 
of scientific evidence are heeded. The painstaking 
labours which have developed the art of differential 
diagnosis on the basis of film evidence alone, have 
brought forward excellent results, but the process 
should not be pushed to extremes, literally 
substituting the X ray shadow for the clinical 
substance. 





X Ray Interpretation and the Clinical Context. 


To allot a spurious independence to the X ray 
investigation leads us to believe that radiology is a 
short cut to diagnosis. It implies that the 
radiologist is able to gaze upon this jumble of 
shadows and with confidence pronounce the 
disturbing factor, carcinoma, psittacosis or hydatid, 
as the case may be, untroubled by such prosaic 
matters as clinical history and accompanying 
phenomena. “Undefiled” might almost be substi- 
tuted for “untroubled”, for there are some, even 
among radiologists, who astoundingly state that the 
examining radiologist is better without knowledge 
of the individual patient, lest it bias his interpreta- 
tion of the films. This absurd demand for an 
impossible intellectual purity elevates the film and 
its interpreter to a specious importance, but 
actually begs the question by first assuming the 
necessity for a conclusion from the X ray evidence 
alone. It is thus based on a primary error. The 
possibility of a definite conviction emerging from 
the consideration of such limited premises is taken 
for granted. The radiologist is thus driven into a 
position of decisive dogmatism which will eventually 
strain the limits of logical deduction and perhaps 
bring ridicule upon his efforts. Alternatively, any 
lack of positive assertion will, on this thesis, lay 
him open to imputations of inefficiency and weak- 
ness, despite the well known truth that the measure 
of our dogmatism is the measure of our ignorance. 


There are limits to legitimate deduction from the 
X ray films alone, and these limits usually fall far 
short of a diagnosis in the full meaning of the word. 
In actual practice, as it exists today, where the 
full clinical features of the investigation are not 
always to hand, the radiologist must often content 
himself with a recital of those abnormal conditions 
which might present such an appearance as is shown 
on the films in question, leaving final judgement 
entirely to the clinician, who has other means of 
differentiation at his disposal. 


The immediate point is that, given the full 
account of the preceding investigation and of its 
results as a starting point, the radiologist is in a 
position to extend the scope of his investigation and 
to increase the decisiveness of his conclusions. He 
will sometimes clinch the diagnosis and will always 
put matters in a more forward state to attain it if 
his efforts are regarded as an integral part of the 
clinical examination. The radiological features 
become, in a sense, another variety of physical 
findings additional to those derived from the 
classical procedures of inspection, palpation, per- 
cussion and auscultation, and, indeed, additional to 
physical findings from any other source whatsoever. 
All the resulting facts should be considered together 
in their mutual relations and should rank as 
coequals irrespective of their origin, the sole 
criterion of their value being their diagnostic 
significance. Facts as such have no aristocracy of 
birth, for they only achieve an ascendancy on their 
own merits. This is the only true perspective in 
which to regard diagnostic radiology. 
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Long before X rays were discovered, Claude 
Bernard wrote: 


Practical specialties are an excellent thing for science, 
properly speaking, but on condition that the men devoting 
themselves to the investigation of a special branch of 
medicine be so educated as to be conversant with experi- 
mental medicine as a whole, and to know the place which 
the special science they cultivate should occupy in that 
whole. 


The concluding clauses 
commended to the attention of 
radiology. Later on he again writes: 


We can easily conceive that in certain sciences, the 
means of observation and experimentation are such 
specialized instruments that their management and use 
require a certain manual dexterity or sharpening of the 
senses. But while I accept specialism in the practice, I 
reject it utterly in the theory of medicine. 


Claude Bernard died in 1875. He had no concep- 
tion of a method which did not appear till twenty 
years after his death, yet these general principles 
have a closer application now than when they were 
first written. Men’s minds are so “enslaved by 
specialism”, their whole energies are so concentrated 
upon advance towards one particular goal, that 
they have no possibility of attaining such equipoised 
vision unless they exercise a continuous and 
unremitting determination to see their problems as 
a whole and not as a specialized fragment of that 
whole. The formation of a diagnosis consists of 
the mental assimilation of many differing facts 
under a common hypothesis accounting for them all. 
To every diagnostician, of whatever kind, all rele- 
vant facts are admissible as evidence, and all are of 
the same essence, even if of varying significance. In 
particular the radiologist who insulates himself 
from clinical influence allies to the specialism of 
his practice an abhorrent and narrow specialism 
of his theory which is both illogical and imprac- 
ticable. Water-tight compartments have no existence 
in the fabric of Nature, but are only artificial 
figments manufactured to suit our limited 
apprehensions. 


One science only will one genius fit 
So vast is art, so narrow human wit. 


might be _ specially 
present-day 


And practically such limitations are necessary 
and useful. When, however, we attribute a special 
independent virtue to the X ray observation, we 
falsely claim our own artificial classifications to be 
part of the fundamental structure of reality; which 
is absurd. 

Every radiologist must possess as a basis for his 
specialized training the standard medical educa- 
tion of a physician ; but we are here concerned more 
with the immediate clinical realities of the 
individual patient and their worth to the radiologist 
as a legitimate support and commentary upon his 
X ray findings. To neglect such opportunities of 
correlation is literally to frustrate every aim or 
ideal of medical education. The living patient, his 
clinical aura diffusing about him, comes before the 
radiologist, and the demand for a complete mental 
detachment asks a psychological impossibility. As 
a physician, the radiologist automatically notes the 





pallor, the wasting, the general asthenia or the 
dyspnea, and willy-nilly his X ray conclusions are 
influenced in one or the other direction. The only 
sane attitude is the frank admission of every 
pertinent phenomenon to the radiologist’s mind as 
a qualifying element of diagnosis, thus enabling him 
to use every attribute of his medical training in 
the solution of his radiological problems. 

It is not only true, therefore, that X ray inter- 
pretation is influenced by accompanying clinical 
information in the sense that they should dovetail 
each with the other, but it is even essential that 
this should be so. The radiologist who allows 
himself to be unduly influenced by any clinical fact 
does so because, as a physician, his general sense 
of balance and medical judgement are defective and 
not because clinical facts as such are harmful to 
his mental processes as a radiologist. He is a full 
physician consultant who should be given freely 
and at length, for his guidance and consideration, 
the clinical notes upon the patient under 
examination. To deny him this information, on the 
grounds of possible bias, debases him to the level 
of a puzzle-mongering caricature, liable to be 
suborned by the specious appearance and destitute 
of any powers of scientific reasoning or apprecia- 
tion; to deny him the information on the grounds 
that he does not need it raises him to oracular 
heights endowing his method with a semi-magical 
potency which it does not possess; to deny him the 
information on any grounds whatever cripples the 
investigation, clinically as well as radiologically, 
and sends it limping where it well might run. 

Once recognize his rights to full intellectual 
participation in every aspect of the examination, 
and the radiologist is seen to be a highly specialized 
physician, practising applied clinical science with 
the instruments of his vocation, yet claiming no 
essential precedence for his specially derived facts. 


Bela Shick has written: 

I am convinced that the best radiologist is the man who 
knows the complete history of the patient, who knows 
the clinical findings, examines him personally, “fluoro- 
scopes” him if necessary and puts together all these data 
before he issues his report. 


In this connexion Maurice Davidson also has his 


own clear-cut opinions: 

It emphasizes the principle which we have so frequently 
affirmed, that in the differential diagnosis of lung lesions 
the X ray appearances must be interpreted in the light 
of the clinical history together with such fundamental 
facts as are supplied by a knowledge of general pathology 
and of the reactions of tissues to various forms of injury. 


It is only when visionary interpretations of 
shadows, unsupported, are allowed to sway clinical 
action that the X ray method comes into disrepute. 
This is no demerit to the method, for it has then 
been strained beyond its legitimate limits. 

A further minor deduction from this theory of 
pathognomonic record on the film is the belief that 
an extremely long and mature experience in the 
observation of films is necessary before reasonable 
efficiency in radiology is possible. Proficiency in 
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X ray interpretation is assumed to be the fruit of 
a long and tedious experience whereby the radi- 
ologist learns to recognize empirically all the 
various disease pictures—a procedure very much 
like learning to recognize all the faces in an 
enormous family album. 


Actually all anatomical (and sometimes physio- 
logical) change is, within the limits of the method, 
faithfully represented upon our films in terms of 
density. Once we have mastered the peculiar nature 
of the vehicle of expression and learned the general 
principles controlling the visualization of normal 
and morbid anatomy in this strange guise, the sole 
remaining necessities for a conclusion are clinical 
experience and medical knowledge. The necessity 
of adequate radiological training is obvious, but 
the value of previous clinical experience is not 
sufficiently recognized because the clinical character 
of the occupation is not yet realized. Granted tech- 
nical proficiency, which is a matter of manual 
training and mechanical artistry, the better the 
physician, the better the radiologist. A wide and 
varied clinical experience is the best stem on which 
to graft a radiological training. Subsequent to such 
an education—and the radiological portion of it is 
very essential—the multiple individual X ray 
examinations, estimated in their clinical contexts, 
will be found to illustrate and illuminate the funda- 
mental principles of diagnosis and will then cease 
to be a collection of films to which the radiologist 
must attach descriptive labels. Barclay has 
expressed this idea when he said that medical prac- 
tice in an X ray laboratory resembled the inspection 
of “a profusely illustrated book”. As illustrator to 
the clinical side of medicine, the radiologist 
assuredly needs an intimate knowledge of the accom- 
panying text. If radiology were divorced from 
clinical influences, it would inevitably perish, prob- 
ably of its own extravagances. Fortunately the 
radiologist is so closely pursued by the clinician 
that this is utterly impossible, and the fact of this 
impossibility is one of the best proofs of the 
completely clinical character of the vocation. 


The radiologist is tied to his machine and his 
method not by any subjective limitation of his 
medical philosophy, but by the economic realities 
of time, energy, space and money. The required 
apparatus is so costly and so bulky, its technical 
procedures, in preliminary education and daily 
execution, consume so much time and energy that 
specialization follows, and this valuable additional 
clinical “sense” is necessarily handed over for its 
full development to a separate variety of professed 
specialists. The scope of executive practice is 
limited, but the scope of theoretical consideration is 
as wide as ever. The proper study of the radiologist 
is neither the machine and its management nor the 
film and its meaning, but the patient himself. 


The ultimate driving force in the practice of 
radiology is the presence behind the X ray 
laboratory of the trained, clinically experienced 
physician, not merely trained and experienced in 
radiology—for his radiological training is merely 





the specialized faculty with which he gathers con- 
crete facts concerning the diseased patient—but 
well versed in the whole clinical science of medicine 
and deeply convinced that the efficient radiologist 
is first and last a highly specialized physician in 
the best and broadest sense of the word. 

EE ——— 


DISLOCATION OF THE LUNATE BONE. 


By G. A. C. Doveras, M.B., Ch.B. (Edinburgh), 
M.S. (Melbourne), 


Honorary Orthopedic Surgeon, Brisbane Hospital, 
Brisbane. 


Tue lunate is the most easily dislocated of the 
carpal bones. Both the navicular and the triquetrum 
are more or less protected by muscles, while the 
lunate has only its anterior and posterior capsular 
ligaments. 

The movements of the lunate are dependent on 
the other bones, particularly the ¢apitate. In 
extreme dorsiflexion of the wrist the lunate is 
pushed towards the palmar aspect and rotated for- 
wards, the head of the capitate bearing on the 
posterior horn of the lunate. The strain of keeping 
position is therefore on the anterior attachments of 
the lunate, and if the strain is excessive, the 
anterior ligament either ruptures or is avulsed from 
the lower end of the radius or from the anterior 
horn of the lunate, taking a scale of bone with it. 
The resistance being gone, the pressure from the 
head of the capitate against the posterior horn 
rotates the lunate further forwards and the head of 
the capitate slips past the posterior horn; if the 
force still acts, it tears through the posterior liga- 
ments of the capitate-lunate joint, and the head of 
the capitate then slips up behind the lunate and 
pushes it further forwards, so that it comes to rest 
with its horns pointing towards the palmar aspect. 
This position of the capitate has been verified at 
operation, where the head has been found to be 
buttonholed through the posterior ligaments. 

Radiological examination shows these points well : 
(i) rotation of the lunate through a quarter of a 
circle; (ii) avulsion of a scale of bone from the 
margin of the lunate; (iii) the forward position of 
the lunate; (iv) the head of the capitate behind the 
lunate and placed more proximally than normal. 

The position of the head of the capitate gives the 
key to reduction, and failure to appreciate this 
accounts for the number of cases in which attempts 
at reduction are unsuccessful. The position is 
analogous to that in dislocation of the first 
metacarpo-phalangeal joint, where the head of the 
metacarpal is forced through the capsule, which 
grasps the neck of the bone behind the head. Here 
the extension of the thumb only makes the_hold of 
the capsule more secure, and reduction is impos- 
sible. The usual dislocation of the shoulder joint 
is another example of a similar condition. 

The first thing, therefore, is to relax the posterior 
capsule by increasing the dorsiflexion of the hand 
at the wrist joint. 
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General anesthesia is given. The forearm is fixed by 
an assistant, and the surgeon grasps the hand in one of 
his own. The patient’s hand is dorsifiexed; the thumb of 
the surgeon’s other hand presses distally downwards on 
the head of the capitate, and at the same time traction 
and slight rocking movements are done, the dorsiflexion 
still being kept up; the head of the capitate will be felt 
to pass beneath the horn of the lunate. Traction still 
being kept up, the hand is palmar-flexed, gentle pressure 
being then exerted on the prominence caused by the 
lunate; the bone will then be felt to slip backwards. 

A posterior plaster slab is then bound on with the 
wrist palmar-flexed. This is kept on for a few days, till 
reaction has settled down. The hand is then used quietly 
till healing is complete. 


This method has been successful in all recent 
cases. In looking through text-books I find that 
no definite guidance is given, except the statement 
that these cases often need open reduction. 

The method known as “the broomstick method” 
may succeed with strong traction and forceful 
pushing against the lunate. It will have more 
prospect of success when the stick is rolled down- 
wards against the anterior horn of the lunate, as 
this will help rotate the lunate if sufficient exten- 
sion has been given to allow the head of the capitate 
to clear the posterior horn on the lunate; otherwise 
it cannot succeed, as the capitate and lunate are 
locked by the torn posterior ligaments. Even when 
successful it is a more forcible method and exposes 
the median nerve to injury from pressure. 


ti 
—— 





NOTES ON THE SILVER IMPREGNATION OF 
LEPTOSPIRA ICTEROHASMORRHAGLZE. 


By R. Etxiorr Murray, M.B., B.Sc., D.T.M., 
AND 


Joun W. FIeLpine, 
Biochemist. 


{From the School of Public Health and Tropical 
Medicine, University of Sydney.) 


Durine the investigation into the outbreak of 
Weil’s disease in North Queensland recently it was 
desired to demonstrate the Leptospira ictero- 
hemorrhagie in various tissues by silver impreg- 
nation. From the numerous techniques available, 
that recommended by Levaditi was chosen and 
slides were prepared, but on examination great 
variations were noted in the results. The specimens 
prepared by use of a formol-alcohol-acetic fixative 
showed well-defined, beautifully impregnated lepto- 
spire, whereas similar material fixed in formalin 
presented a picture of poorly defined forms, barely 
distinguishable from the surrounding tissues. 

A reference to the various methods recommended 
by such men as Levaditi, Noguchi, Dobell, 
Buchanan, Warthin and others reveals wide 
divergences in the concentrations, composition and 
duration of action of the various solutions sug- 
gested. Whilst formalin is recommended alone or 
in combination as a fixative by the above-mentioned 





1Endowed by the Commonwealth Department of Health. 





authorities, Mallory and Wright state that for- 
malin has an adverse effect on impregnation after 
prolonged action. Buchanan, on the other hand, 
states that prolonged storage in formalin enhances 
the impregnation value. 

A trial with varying techniques was made, and 
as impregnation is dependent on adsorption, which 
is frequently sensitive to changes in reaction, 
attention was directed to the influence of variations 
in pH of fixatives. The resulting investigation, 
which extended over some months, included the 
preparation of about 400 specimens by various 
methods of fixation, impregnation development and 
sectioning. 

Tissues from guinea-pigs inoculated with 
Leptospira icterohemorrhagie were fixed in: 
(i) formol-alcohol-acetic mixture, (ii) formol-acetic 
acid, (iii) formol-acetic-saline solution, (iv) formol- 
saline solution, (v) formol 10% in aqua destillata, 
(vi) formol 10% in tap-water, (vii) formol 10% 
boiled, (viii) 90% alcohol, (ix) Zenker’s solution. 

After fixation the material was stored for varying 
times in (i) the fixative, (ii) neutral 70% alcohol, 
or (iii) alkaline alcohol. 

It was then impregnated with silver nitrate 
solution in strengths varying from 0-1% to 1:0% 
and for varying periods. 

Following that, development or reduction was 
obtained in (i) pyrogallic acid 2% and 1%, (ii) 
quinol (hydroquinone) 1%, or (iii) pyro-formol 
(pyrogallic acid + formol). 

For cutting, the freezing, paraffin or celloidin 
method was used. Sections were cut at 4p to 6y and 
mounted in xylol balsam in the usual way. 

The results showed that Zenker’s solution as a 
fixative for this material was useless. The formol- 
aleohol-acetic mixture and formol-saline solution 
proved to be the most consistent, although the 
formol-saline solution showed a definite tendency 
to over-impregnation, the parasites appearing very 
much thicker than with other fixatives. On the other 
hand, the tap-water-formalin proved to be some- 
what inconsistent. On occasions maximum impreg- 
nation value was shown, while at other times a 
definite loss in value occurred, sometimes as much 
as 50%. This variation in results appeared to 
depend on a time factor, as maximum results were 
usually obtained after only two days’ fixation, 
whilst longer standing resulted in a reduction of 
impregnation. However, this did not occur in every 
sample, and it was difficult to understand such 
variations under apparently identical conditions. 
A comparison of the three developers, however, 
revealed that pyrogallic acid alone or quinol gave 
better results than pyro-formol with tap-water- 
formalin fixed tissues. 


On the other hand, tissues fixed and stored up to 
eight weeks in formol-alcohol-acetic, formol-acetic, 
formol-acetic-saline, formol-saline solution or formol 
in distilled water showed no noticeable loss in 
density, providing they were immersed for half to 
one hour in 70% alcohol prior to impregation. Thus 
formalin does not itself appear to be the agent 
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ILLUSTRATIONS TO THE ARTICLE BY Dr. R. ELLIOTT MURRAY AND JOHN W. FIELDING. 


Figure I. FicureE Il. 
Liver, guinea-pig, fixed “F.A.A.”, 70% alcohol for two Liver, guinea-pig, fixed “F.A.A.”, 70% alcohol for two 
months, silver nitrate eighteen hours at 20° C., pyro-formol months, 70% alcohol + 0-5% sodium bicarbonate three days, 
three hours at 50° C. 70% alcohol eighteen hours at 20° C., silver nitrate twenty- 
four hours at 20° C., pyro-formol three hours at 50° C. 


ILLUSTRATIONS TO THE ARTICLE BY Dr. G. A. C. DOUGLAS. 


F.GgukeE I. 
Showing: (a) the rotation of the lunate, (Db) — 
the scale from the anterior horn of the IGURE II. 
lunate, (c) the dorsal position of the capitate. Showing complete reduction. 
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Ficure II. Ficure IIl. 


wing round bodies in epidermis, slight epithelial Showing a pilo-sebaceous follicle; keratin is present in 

hyperplasia in deeper part of epidermis, inflammatory the epidermal depression above, clefts are evident in the 

cells in dermis and keratin on the free surface. x 175. epidermis to the right, and old fibrous tissue is to be 
seen on the left. x 80. 


ILLUSTRATIONS TO THE ARTICLE BY Dr. RICHARD FLYNN. 


Ficure I. : Figure II. 
(The skiagram has been reversed.) (The skiagram has been reversed.) 
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interfering with impregnation. The pH of formol- 
saline solution and formol in distilled water was 4:0, 
whilst that of the formol-aleohol-acetic acid and 
formol-acetic acid mixtures was below that value. 

When tissues were fixed in alkaline formalin or 
stored in alkaline alcohol (pH 8-3 to 8-7) a definite 
loss of impregnation value occurred. If treated with 
neutral alcohol prior to the silver nitrate solution, 
a partial restoration resulted, although even pro- 
longed treatment could not fully counteract a short 
alkaline fixation or storage. The more prolonged 
the alkaline fixation or storage, the greater the 
destructive effect (see Figure II and compare with 
Figure I). . 

The inconsistency of the results with tap-water- 
formol can now be explained in the light of these 
experiments. Tap-water varied from pH 68 to 
pH 8-0. The addition of 10% formalin to tap-water 
at pH 7-2 reduced it to pH 7-1; 20% formalin added 
to distilled water made alkaline with sodium bicar- 
bonate to pH 83 reduced the pH to 81. The for- 
malin solution which gave bad results in earlier 
experiments was probably slightly alkaline, having 
been prepared from tap-water, and the inconsis- 
tency of the results could be explained by variations 
in pH of the tap-water used for different batches of 
fixative. 

When formol-alcohol-acetic mixture was used as 
the fixative, pyro-formol was found to be an excel- 
lent developer, giving maximum results without 
granularity. 


As regards times of treatment, it was found that, 
providing small pieces of tissue (6-0 by 6-0 by 1:5 
millimetre) were used, there was no necessity for 
the prolonged soaking extending over days, as 


recommended in some methods. Also it was noted 
that prolonged dehydration had a tendency to 
extract the silver in cases in which the specimens 
were imperfectly impregnated. The method of 
development exercised but little influence, as extrac- 
tien of silver tended to occur during dehydration 
whichever developer was used. 

Carrying out all procedures at a raised tempera- 
ture further accelerated the process, resulting in 
a shortened procedure, giving uniform fixation, 
impregnation and development of maximum value. 

The twenty-six steps in the procedure can be com- 
pleted and the finished sections examined in about 
five hours. A comparison with results obtained by 
prolonged treatment favours the shortened method, 
since the impregnation value is at least as great. 
The details of this method have been given step by 
step as follows: 


1. Cut strips of tissue 1-5 millimetres thick. 

2. Fix one hour at 50° C. or 18 hours at room tempera- 
ture in (a) F.A.A2 or (b) F.A.S2 

3. 70% alcohol, 30 minutes at 50° C. 

4. 1% silver nitrate, 30 minutes at 50° C. 

5. Wash in five to six changes of distilled water. 

6. Develop 60 minutes at 50° C. in (a) 1% pyrogallic 
acid in 5% formalin, (b) 1% pyrogallic acid, or (c) 1% 
quinol. 





1F.A.A. = formol, 5; acetic acid, 3; absolute alcohol, 46; 
distilled water, 46. 
?F.A.S. = formol, 5; acetic acid, 3; saline solution, 92. 





7. Wash in five to six changes of distilled water. 
8. 50% alcohol, 15 minutes at 50° C. 
9. 70% alcohol, 15 minutes at 50° C. 
. 90% alcohol, 15 minutes at 50° C. 
. Absolute alcohol, 15 minutes at 50° C. 
. Repeat absolute alcohol, 15 minutes at 50° C. 
. Xylol, 15 minutes at 50° C. 
. 46° to 48° C. melting point paraffin, 15 minutes. 
. 50° to 52° C. melting point paraffin, 15 minutes. 
. Embed in a suitable paraffin. 
. Cool block in water or on ice. 
. Trim paraffin block. 
. Mount on wood fibre block. 
. Cut sections 4y to 6u in thickness. 
. Float sections on water (albuminized slide). 
. Flatten by gently heating in Bunsen flame. 
. Drain water, blot and dry in oven. 
. Dissolve paraffin with xylol. 
. Mount in balsam. 
. Examine under oil immersion lens. 


Points to be Observed in the Silver Impregnation 
Technique for Leptospirz. 

1. Don’t fix in bulk, but cut into strips about 
1-5 to 2-0 millimetres thick. 

2. Don’t mix formalin with tap-water. 

3. Don’t fix in alkaline fixatives. 

4. Don’t wash in tap water at any stage. 

5. Don’t leave the tissues in the fixative, but store 
in 70% alcohol. 

6. Don’t forget to have all required solutions at 
50° C. on transfer of tissues. 


Summary. 


A quick method of silver treatment for lepto- 
spire in bulk tissues has been worked out by 
using a higher temperature. 

Formol-alcohol-acetic acid or formol-acetic acid- 
saline solution are suggested for fixation of 
leptospire, with storage in a neutral alcoholic 
solution. Alkaline fixatives or storage fluids have 
a destructive influence on silver impregnation of 
leptospire. Prolonged storage in some tap-water- 
formalin solutions appears to cause total inhibition 
of silver impregnation. Neutral fixation or storage 
tends to keep the silver impregnation value of 
leptospire constant. After alkaline fixation 
pyrogallic acid-formalin developer tends to extract 
the silver from the organisms. 

Pyrogallic acid 1% is*suggested as a developing 
solution. Prolonged dehydration tends to extract 
silver after slightly alkaline formalin fixation. 
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Reports of Cases, 


TWO CASES OF DARIER’S DISEASE. 


By Norman Pavut, M.B., Ch.M. (Sydney), 
Honorary Dermatologist, Sydney Hospital; Honorary 
Consulting Dermatologist; Royal Alexandra 
Hospital for Children, 


WITH A PATHOLOGICAL REPORT 


by Kerrn Ineris, M.D., Ch.M. (Sydney), 
Director of the Department of Pathology, Sydney 
Hospital; Lecturer in Pathology, University 
of Sydney. 


CLINICAL HisTory. 
(Norman Paul.) 


Case |. 

Two cases of this somewhat unusual condition have 
recently come under my care, and it seemed to me that a 
few notes in regard to them might be of interest. 

The patient, E.G.D., is a male, aged thirty-eight years. 
There is no history of any other member of his family 
showing a similar eruption. 

The condition first manifested itself in 1918, after he 
had been affected with mustard gas in France. Since that 
time the cutaneous lesions have increased in number, 
distribution and size. 

He states that he has had bronchitis intermittently in 
the winter months and a slight cough in the summer, 
but the physical and X ray examination of his lungs 
revealed nothing abnormal. 

On examination the eruption is seen to be situated on 
the forehead, along the line of the hair, and it extends 
for a short distance into the scalp. It is prominent in 
front and above the ears. The remainder of the face is 
unaffected. There is a pityriasic condition of the scalp. 

On the anterior aspect of the trunk the eruption is 
especially noticeable, extending in a triangular fashion 
from a line just above the clavicles to the lower part of 
the sternum. There is a somewhat linear eruption on 
the abdomen corresponding with the line of his belt. Over 
the remainder of the anterior surface of the trunk the 
lesions are scanty and widely disseminated. The posterior 
surface of the trunk is extensively involved, particularly 
the thoracic and the sacral regions, whilst the lumbar 
region is comparatively and the buttocks are entirely free 
(see Figure I). 

Nature of Lesions.—The lesions are mainly, but not 
entirely, follicular. They vary from pinhead size to that 
of a small pea. They are of a dark reddish colour with 
a brownish crust, except on the forehead, where they are 
of a greyish black colour. 

The majority of the papules are discrete, but some 
coalesce. In the larger lesions there is a firmly adherent, 
horny plug on the summit of the papule. This can be 
removed; removal reveals a cup-shaped depression with, 
in some instances, a reddish appearance. The condition is 
markedly symmetrical. A number of moles accompany the 
eruption on the trunk. 

Pruritus is absent in winter, but is troublesome in the 
summer months. 


Case Il. 

The second case is that of a nurse. The condition started 
when she was twenty-three years of age; it now involves 
the neck, especially the supraclavicular regions, the 
shoulders and upper arms. Irritation was a marked 
feature. 

I gave her X ray treatment, and in a letter just received 
she states: “It has practicaly all gone since I had the 
X rays and I have been surfing. The only marks left 
are on my neck, where it is still slightly brown.” 





PATHOLOGICAL REPORT. 
(Keith Inglis.) 

The specimen received for investigation consisted of a 
small piece of skin removed from the lumbar region. 

It is in the epidermis that the outstanding deviation 
from normal is evident on histological examination. 

In places the epidermis shows irregular thickening and 
increase in length of the interpapillary processes. Much 
keratin is present on the free surface of the epidermis. 


Figure I. 
Showing condition of patient’s back. 


Some of the epidermal cells show faulty development, 
with the result that curious round bodies are to be seen 
among groups of almost normal epidermal cells, from 
which the round bodies are separated by narrow clefts 
(Figure II). 

In portions of the affected epidermis the epithelial cells 
tend to be separated from one another; when groups of 
cells are widely separated from one another extensive 
slits appear. 

In parts of the affected epidermis the superficial zone 
shows widespread destruction, and the deeper zone shows 
appearances suggestive of epithelial hyperplasia. 

The epidermal changes are striking near the outlets of 
pilo-sebaceous follicles (Figure III), but are not limited 
to these situations, 

In the connective tissue close to the deep aspect of the 
epidermis collections of inflammatory cells are present. 
These inflammatory cells are mainly leucocytes; some of 
them have rounded nuclei, others have polymorphous 
nuclei. The connective tissue in the deeper portions of the 
dermis seems somewhat degenerate. 
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RAMISECTION FOR CONSTIPATION. 


By RicHarp Fiynn, B.A., B.Sc., M.D. (Sydney), 
M.S. (Minn.), F.R.A.C.S., 

Honorary Surgeon, Lewisham Hospital, Sydney; Honorary 
Assistant Surgeon, Royal Prince Alfred Hospital, 
Sydney; Tutor in Surgery, University 
of Sydney. 


E.T., AGED thirty-three years, a male, an Austrian, came 
to me for consultation on account of a lump in the left 
iliac fossa, constipation of many years’ standing, and 
nausea on occasions. He had had two previous surgical 
experiences: his appendix had been removed three and a 
half years ago and a gastro-enterostomy had been done 
eighteen months previously. His chief presenting com- 
plaint was constipation. He stated that his bowels opened 
only after the use of an enema and that he felt that his 
difficulty was increasing because of a lump which he 
could feel in his left iliac fossa, which at times was 
painful. He also complained of a constant feeling of 
fullness in the abdomen and of much abdominal discomfort. 
These were both relieved after an enema. He had never 
been jaundiced, but had lost 9-5 kilograms (one and a 
half stone) in weight in the last three years. 

On examination his abdomen showed the scars of his 
previous operations, and on palpation a mass was easily 
outlined in his left iliac fossa, which was felt to be a 
full sigmoid. Further physical examination failed to 
demonstrate any other signs of disease. 

X ray examination of his alimentary tract was reported 
on as follows: The stomach was empty after six hours. 
The stoma was patent and appeared to be working very 
efficiently. A constant irregularity of the duodenal bulb 
was present and was thought to be due to ulcer or to old 
ulcer scarring. A bismuth enema was reported on as 
follows: “The descending colon is long and redundant. 
The enema flowed freely back to the caecum. No evidence 
of organic lesion was seen.” A previous enema had 
suggested a block in the ascending colon (Figure I). 

As the patient was in great distress about his bowels, 
and after observing him in hospital and noting that there 
was no natural movement even after three days, I decided 
to do a laparotomy and explore his abdomen. Accordingly, 
under intratracheally administered ether a long paramedian 
incision was made and the abdominal cavity was explored, 
but no lesion could be found. It was then decided to do 
a bilateral ramisection, following the Adson technique. The 
patient’s convalescence was uninterrupted. His bowels 
were opened by an enema on the second day after 
operation. All medicine and enemata were forbidden and, 
according to the resident medical officer’s note, on the 
ninth day after operation his bowels had moved daily, to 
the great satisfaction of the patient. I saw him last six 
months after the operation. His bowels had moved daily 
in the interval since operation without medicine or enema, 
and he had gained 9-9 kilograms (twenty-two pounds) in 
weight and his general appearance was greatly improved. 

Following a bismuth enema an X ray picture was taken 
some time after operation (see Figure II). It shows well 
the change which has taken place in the bowel physiology. 





TWO CASES OF ANTHRAX. 


By H. O. Leruerings, M.B.E., M.B., Ch.M. (Sydney), 
F.R.A.C.S., 


Narrandera, New South Wales. 


My only object in reporting these two cases is to 
emphasize two points: (i) the fact that anthrax is a 
sporadic disease in stock, and (ii) the fact that wide 
excision may not always be the best treatment. 


H.H. skinned a dead bull on January 16, 1935. He 
noticed a pustule on January 19. His axilla was sore on 
January 20. He felt giddy and a red areola appeared. 
On January 21 the slough became black. On January 23 
he reported for treatment. He had a temperature of 
38-3° C. (101° F.), his pulse rate was 88, he looked ill 
and had a raised “mulberry” slough, the size of sixpence, 
with vesicles extending out to the size of a half-crown. 
His arm was edematous. 

Flavine solution (1 in 2,000) was injected in and 
around the slough intradermally and subcutaneously. 
Thirty cubic centimetres of serum were given intra- 
venously and 30 cubic centimetres intramuscularly. 
Anthrax bacilli were found in smears from the slough. 

On January 24 the patient’s temperature rose to 38-68° C. 
(101-6° F.) and another 30 cubic centimetres of serum 
were given intravenously. Thereafter his progress was 
uneventful. 

J.O’C. skinned a dead sheep on February 1. He noticed 
a small papule on February 2, and on February 5 he went 
to a dance; the papule was now bigger and his arm was 
swollen. On February 7 he reported for examination. His 
temperature was normal, his pulse rate was 90, and he 
had a dark raised slough, the size of a florin, on the 
ventral aspect of his wrist. This slough was very like a 
raspberry, light purple in colour, and raised. There was 
no ring of vesicles. There was tremendous edema 
extending beyond the axilla to the pectoral muscles. The 
patient did not feel ill. Anthrax bacilli were easily found 
in a direct smear. 

Flavine was injected locally as before, then 60 cubic 
centimetres of serum were given intravenously and 60 
cubic centimetres intramuscularly (February 7). By 
February 11 large vesicles had appeared on the wrist sur- 
rounding the slough, covering an area two inches in 
diameter. There was some delay in obtaining further 
serum; on February 11, 120 cubic centimetres were given 
intramuscularly. The patiert’s temperature had risen to 
40-6° C. (105-2° F.) after the first dose of serum. 
Amputation was regarded as useless, because the edema 
extended too far onto the chest. The patient recovered. 

In both cases the deaths of the animals had occurred 


‘ sporadically, no epidemic having existed. The grazier and 


farmer in some cases are loth to admit the possibility of 
anthrax and their stout denial may cloud the diagnosis. 

In the first case another beast died a couple of days 
afterwards and I found very numerous anthrax bacilli in 
the animal’s blood. I have no doubt that anthrax is 
responsible for some of these deaths occurring (without 
epidemic) from time to time in stock in a district where 
it is possible for anthrax to occur. 

In both cases the ventral aspect of the wrist was 
attacked, probably because the pelt was pushed back from 
the carcass with this part of the wrist. In both cases 
the onset was slow and in both cases recovery was 
uneventful, without excision or amputation. In the first 
case excision was withheld because the case seemed mild, 
and in the second case because it was not possible to get 
beyond the infected area. Most labourers also prefer 
having two arms. 

In my years of less experience I should have widely 
excised the infected area in the first case, and endeavoured 
to amputate the arm in the second case; the results would 
have been very much worse. 


-— 
—— 


Reviews. 





A SURGEON REMINISCENT. 


Dr. Rosert T. Morris, an American surgeon, has given 
us a fascinating picture of the development of surgery 
during the last fifty years" But his book is more than 
this; he has taken his readers into his confidence and 





1The patient described herein was shown at a meeting of 
the New South Wales Branch of the British Medical Associa- 
tion on May 23, 1935. 





1“Fifty Years a Surgeon”, by R. T. Morris, M.D.; 1935. 


London: Geoffrey Bles; Sydney: Angus and Robertson. Super 


royal 8vo, pp. 285. Price: 12s. net. 
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has let them see the workings of his mind. The result, 
which is almost an autobiography, full of anecdote and 
humour, is well worth the careful perusal of eYery medical 
practitioner. The author divides surgery into four eras: 
the heroic, the “anatomic”, the “pathologic”, the “physio- 
logic”. Surgeons will be much interested in the discussion 
on the “physiologic” era in regard to appendicectomy. 
The third, or “pathologic”, era brought with it two evils. 
In the first place knowledge of the life history of the 
microbe allowed surgeons to work with such a degree of 
safety for patients that many operators assumed respon- 
sibilities for which they were in no way prepared by 
judgement, experience or learning. Another evil was that 
men deliberately gave a long time to operations because 
they were fortified with antisepsis and anesthesia. 
Surgeons forgot what they knew about the values of the 
sense of touch and began to work more and more by the 
sense of light. In this era due regard was not paid to the 
natural protective forces of the patient. It is these with 
which the fourth era is concerned. “The patient, on the 
whole, is his own best antiseptic.” 

The author has an interesting chapter on the general 
practitioner; all who can claim that honourable title will 
take heart on reading it. He believes that the general 
practitioner, “guide, counsellor, and friend of the family”, 
will return in full force. He is needed “to sit in the 
supreme court of our profession while the specialists are 
presenting their briefs to him”, The general practitioner 
will in the future occupy a judicial position and will 
carry greater responsibility than before. The author 
thinks that the weakness of the general practitioner in 
the past has been his readiness to believe in the 
encouraging off-hand opinion that he has commonly given 
to patients. “No one can be a one-hundred-per-cent. doctor 
until he has himself had some serious illness or surgical 
operation.” Every medical practitioner who has been ill, 
every surgeon who has had to face a brother surgeon’s 
knife will agree with this statement. We know that 
doctors do not always make good patients. 

Among the several chapters are found discussions on 
“Fads and Cures”, “Osteopathy”, “Psychoanalysis and 
Metaphysics”, “Sex and Birth Control”, “The Surgeon’s 
Fee”. All are interesting, all are written with wit and 
understanding. At the end of the book we are sorry to 
say good-bye to Dr. Morris; but we leave him in his 
Merribrooke country home in retirement, among his ferns 
and trees, with his trout stream, among his deer, red and 
grey foxes, racoons, opossums and other animals. We 
feel that he has deserved well of Nature and we are 
grateful to him for what he has given us of himself in 
his book. 





GEORG GRODDECK’S TEACHING. 


In “Life’s Unknown Ruler” H. M. Taylor has endeavoured 
to pay a personal tribute to the late Dr. Georg Groddeck 
by briefly sketching the outline of his work" Milton 
Powell writes the introduction. The writers are firm 
believers in the genius of this psychological teacher, but 
the critical reader is hardly likely to be converted into 
the ranks of the believers. Groddeck’s work defies 
classification. There are flashes of genius, but the ordinary 
man will say that there are also many flashes of mediocrity. 
Science and poetry are rarely good bed-fellows, yet he 
tries to combine both, and this leads to a very difficult 
problem for the author. Groddeck ‘wrote a critique on 
Peer Gynt and eulogized the dissolute Peer for his 
independence and freedom from repressions. He hated the 
Pharisees and preferred a Philistine. The author of “Life’s 
Unknown Ruler” has to admit plaintively that: 


However honest a rogue he was, it is not pleasant 
to contemplate an interminable succession of Peer 
Gynts in the world, in spite of the author’s evident 
admiration for his anti-pharisaism. Society would 
have a more desirable freedom and reveal far superior 
types of beauty if it were rid altogether of their coarse 
sensuality and individualistic selfishness. 


She would have strengthened her case if she had for- 
gotten not merely Peer Gynt, but also Faust, who is 
regarded as “the emblem of the Phallus”. Instead, she 
bravely tries to bring them into the circle of genius. 


More important are the chapters dealing with the It or 
Es, which represents the wisdom of the entire body, 
carrying the individual through fetal life, babyhood, child- 
hood, and still directing the activities in adulthood. 
Groddeck’s greatest contribution to thought lies in the 
insistence that our conscious ego is a smaller thing than 
we had supposed and that acting behind it and through it 
is an extremely powerful life force. This aspect is clearly 
shown. The following chapters deal with “The IT in 
Every Life”, “The IT and Disease”, “The IT and Treat- 
ment”, “A New Way of Approval to Sickness” et cetera. 
They give an interesting résumé of the Groddeck view and 
will serve as an introduction to a perusal of the original 
text-books. Any who read in the hope of finding the 
details of a new technique in psychotherapy will be 
disappointed. The methods are so unorthodox that they 
can hardly be learned from books, and a premature 
attempt to treat patients on the lines indicated would 
speedily end in empty consulting rooms. The translators 
of Groddeck’s works have unconsciously created an initial 
difficulty. In common parlance the “IT” is so linked with 
thoughts of sex appeal that its use as a descriptive term 
for underlying wisdom would need much explaining. As 
“the life-force and life-intelligence found in every living 
cell” there should be scope for the coining of a more 
expressive word. However, this is not the fault of 
H. M. Taylor, who finds the term and has to use it to the 
best advantage. She is to be congratulated for her efforts 
to pin the whimsies of Groddeck to a scientific framework. 
Her little book will certainly serve to introduce him to a 
wider circle of readers, which she modestly admits is her 
reason for its conception. 





INFANT NUTRITION. 


Dr. McKim Marriotr’s book on infant nutrition is now 
available in a second and revised edition* The book can 
once more be welcomed as a notable contribution to this 
aspect of pediatrics. The new edition shows evidence of 
much revision and its size has been somewhat decreased. 
The author states that this has been accomplished by 
avoiding repetition and by omitting material which more 
properly. belongs to general text-books on pediatrics. Full 
details are given of the fundamental facts concerning the 
nutritional requirements of infants as interpreted by 
Marriott. A chapter on allergy has been added. Many of 
the milk preparations mentioned are not obtainable in 
this country. For example, only the proprietary sub- 
stitutes for cow’s milk, such as “Sobee” and “Cemac”, are 
mentioned in the section on the treatment of those cases 
of allergy in which the patient is sensitive to cow’s milk. 
This detracts from the value of the book for those who 
work in countries where such foods are not obtainable. 
It would be helpful if recipes for the making of, say, a 
soya bean food, which could be carried out in the home, 
were given. The fact that unfamiliar food preparations are 
recommended should not prevent readers from studying 
the subject in the excellent way in which it is presented 
in this book. 





1“Life’s Unknown Ruler: An Exposition of the Teaching of 
Georg Groddeck, M.D.”, by H. M. Taylor, with introduction by 
M. Powell; 1935. London: The C. W. Daniel Company, Limited. 
Crown 8vo, pp. 80. Price: 2s. 6d. net. 





1“Infant Nutrition: A Textbook of Infant Feeding for 
Students and Practitioners of Medicine’, by W. McK. Marriott, 
B.8., M.D.; Second Edition; 1935. St. Louis: The C. V. Mosby 
Company. , Royal 8vo, pp. 431. Price: $4.50 net. 





VeweeomorFr ee See OS: eS Be SG 


we 


ee 


May 2, 1936. 


THE MEDICAL JOURNAL OF AUSTRALIA. ; 615 





Che Medical Journal of Australia 


——— — 


SATURDAY, MAY 2, 1936. 


in, 
— 





All articles submitted for publication in this journal 
should be typed with double or treble spacing. Carbon 
copies should not be sent. Authors are requested to avoid 
the use of abbreviations and not to underline either words 
or phrases. 


References to articles and books should be carefully 
checked. In a reference the following information should 
be given without abbreviation: Initials of author, surname 
of author, full title of article, name of journal, volume, 
full date (month, day and year), number of the first page 
of the article. If a reference is made to an abstract of a 
paper, the name of the original journal, together with 
that of the journal in which the abstract has appeared, 
should be given with full date in each instance. 


Authors who are not accustomed to preparing drawings 
or photographic prints for reproduction, are invited to 
seek the advice of the Editor. 
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THE BRANCHES AND THE PUBLIC. 


Tuat the British Medical Association in 
Australia should frequently be in the public eye 
is unavoidable. The publicity may be brought about 
in many ways and may be considered in the light 
of the twofold objects of the Association — the 
scientific and the medico-political. Publicity may 
be, and generally is, quite unsought by the Associa- 
tion, but not infrequently occasions arise when it 
appears desirable that the Association as a whole 
or one of the Branches should make a statement to 
the public, either to urge certain action or to correct 
misconceptions. Unsought publicity is generally 
given to a congress or conference of members, such 
as the annual meeting of the Association in 
Melbourne last September. Naturally the news- 
papers on that occasion made the most of the 
spectacle of several hundreds of medical prac- 
titioners, members of the British Medical Associa- 
tion, travelling across the world to hold a scientific 
meeting that lasted but three or four days. In one 
sense the gathering was of national importance and 





could not fail to attract public attention; in many 
ways it was desirable that the public should take 
notice of the comings and goings of the delegates 
and that it should learn through the medium of 
the meeting something of the objectives of the 
medical profession. It was never intended that 
undue prominence should be given to the utterances 
of individual members; and the unwanted publicity, 
due partly to lack of foresight and partly to mis- 
understanding, was regrettable. When members of 
Branch councils discuss matters of this sort, they 
must not forget the point of view of the newspaper 
proprietor—that any account of new work done or 
of original views expressed is not news unless it is 
accompanied by the name of the author. The onus 
obviously rests on those controlling medical 
gatherings to see that the information given to the 
Press is of educational value to the public, adequate 
from the Press point of view, and not calculated to 
bring any individual member of the Association into 
conflict with his fellows. In connexion with future 
congresses a publicity committee will be appointed, 
and it is to be hoped that the arrangement will be 
satisfactory. Apart from congresses, conferences 
and similar gatherings, the scientific side of medi- 
cine that concerns the public is generally connected 
with preventive medicine. Here caution is needed. 
Branch councils, urged by sections or groups of 
members, may wish to bring certain matters before 
the public; but they should not usurp the function 
of the public health departments. If they do so, 
they cannot expect departmental officers at a later 
date to listen to their recommendations. Health 
departments will welcome any support that 
Branches of the Association can give to depart- 
mental strivings for the public health. If a 
department is dilatory or refuses to undertake 
necessary work, a Branch council should certainly 
try to set the official machinery going. This may 
have to be done through the agency of the Press. 
In medico-political matters publicity is sometimes 
needed—in such matters as workers’ compensation 
cases, friendly society lodge practice and collective 
practice of other kinds. 

A Branch council, sure in the righteousness of 
its own cause, does not always find it easy to 
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decide whether it should preserve a dignified silence 
when it or one of its objectives is attacked or 
whether it should come out into the open with a 
ready defence. Sound arguments can often be put 
forward for both courses of action. Some Branches 
have thought it useful to have a publicity com- 
mittee that can deal with matters affecting the 
Branch and the public; the Branch council as a 
whole may act as such a committee. Experience 
has shown that the utmost caution is necessary if 
any statement, particularly in regard to medical 
practice, is made to the public. Branches that may 
be considering the institution of publicity com- 
mittees need to be warned; they would do well to 
learn from other Branches possessing such 
committees whether they have been effective. If 
publicity committees are formed to deal with 
preventive medicine or medico-political matters, 
any material offered to the Press should be a plain 
statement, short and clearly worded. Material thus 
presented will probably be published as it stands 
and will be given suitable prominence. To enter the 


correspondence columns of a newspaper is ill- 
advised; and to send a long and wordy letter is 
Long letters are not acceptable to an 
editor and may be cut down to suit the available 
space. If a medical letter is cut down by a layman 
without reference to the author, a sentence or a 
word of vital importance may be altered or omitted 


foolish. 


and harm instead of good result. Medical prac- 
titioners sometimes state that newspapers are not 
fair to the medical profession and that they have 
not the public welfare-at heart. We do not believe 
this to be true. On more than one occasion recently 
leading newspapers, on referring medical matters 
to authoritative sources, have been told that to 
publish certain facts would needlessly alarm the 
public and achieve no useful results; the statements 
have not been published. 

The old saying, “when in doubt, don’t”, should 
be applied to organized publicity in medicine; even 
in many medico-political matters silence may be 
golden. Medical practitioners, like all other. men, 
are best known by their works; if their works are 
worthy and of good report, little more will be 


needed. 


Current Comment. 


THE ADMINISTRATION OF IRON. 


Exuisirep in appropriate form, with adequate 
dosage and under correct hematological control, 
iron is one of the most useful substances in our 
therapeutical armamentarium. On the other hand, 
no medicament has suffered so much from indis- 
criminate prescribing. Iron is still used in totally 
unsuitable conditions and without proper patho- 
logical examination as a “hematinic tonic” or even 
more vaguely as a simple “tonic”. Dosage is often 
utterly inadequate. Useless or unsuitable com- 
pounds are employed. For sheer futility the 
pharmacopeial Injectio Ferri stands out con- 
spicuously. Iron and its preparations in the British 
Pharmacopeia need drastic revision. 


G. H. W. Lucas and V. E. Henderson give a 
timely review of our knowledge of the subject.’ 
These authors state that iron is of use in any 
anemia in which the amount of iron stored in the 
liver, spleen and bone marrow for the production 
of hemoglobin is small or absent. This in turn 
depends on lack of available iron in the food, owing 
to faulty diet or abnormal digestive processes. 
Deficiency of hydrochloric acid leads to less iron 
being made available for absorption from the food. 
In these anemias there is usually a decrease in red 
blood cells with a more conspicuous diminution 
in their iron content, the colour index being 
lowered. The anemias are hypochromatic, and 
they receive great benefit from iron adminis- 
tration. Iron may also be valuable after great blood 
loss or in pregnant women, when the need for iron 
is great, as well as in some cases of pernicious 
anemia in which recovery does not follow the 
administration of liver alone. Lucas and Henderson 
reiterate the belief that only iron in a ferrous state 
is absorbed by the intestine—a belief founded on 
much experimental evidence. A new chemical 
(a-a-dipyridyl) was found to form a compound with 
ferrous salts which is so stable that the iron can- 
not be liberated in the digestive tract. This com- 
pound with ferrous iron is intensely red. No 
reaction occurs between a-a-dipyridyl and ferric 
salts. When young rats receive a diet with adequate 
iren and also a-a-dipyridyl, any ferrous iron 
liberated is unabsorbable. The animals rapidly 
become anemic, even if given large amounts of ferric 
salts in the diet. Ferric iron apparently cannot 
be absorbed. 

The iron preparations in common use are con- 
sidered by Lucas and Henderson. The solution or 
tincture of perchloride of iron contains only ferric 
iron and should yield no iron to the body. But in 
the food reducing substances occur, which, coming 
in contact with ferric chloride in solution, reduce 
it to ferrous chloride, and so some of the iron 
becomes available. But ferric chloride and other 








1The Canadian Medical Association Journal, January, 1936. 
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soluble ferric salts combine with proteins, producing 
a precipitate. Such precipitated iron cannot be 
reduced to the ferrous state, since, even if the pro- 
tein portion of the compound be digested, the 
compound will have passed to the alkaline part of 
the gut, where iron is precipitated as carbonates, 
phosphates or sulphides which cannot be absorbed. 
Citrate of iron and ammonium and other scale 
preparations have the iron in an unavailable form 
until acted upon by hydrochloric or other acid in 
the stomach. Hydrochloric acid frees ferric chloride 
from the scale salt. The ferric chloride either 
reacts with proteins, producing a precipitate which 
is lost, or, if it comes in contact with reducing 
substances in the food, ferrous chloride is 
formed which, no longer reacting with the pro- 
teins, is available. Other gastric acids produce 
similar changes. Solution of iron  perchloride 
irritates the stomach—probably from reacting with 
the proteins of the gastric wall. Scale salts are 
non-irritant, as the gastric acids only slowly liberate 
ferric chloride, and this largely reacts with the 
proteins. Scale salts are given in solution, their 
distribution over a wide area being thus favoured. 
The chance of reacting with gastric acids and 
reducing substances is increased; but so also is the 
chance of the ferric salts formed reacting with 
proteins and being lost. Reduced iron is not in 
ferrous form, but is pure iron, with possibly some 
ferric oxide. It is insoluble and unavailable until 
the gastric acids dissolve it. With hydrochloric 
acid only ferrous chloride is formed. Ferric chloride 
cannot be formed so long as any reduced iron is 
present. The more dilute the hydrochloric acid is, 
the more slowly solution occurs. If there is little 
reduced iron present, very little ferrous chloride 
can be formed. Large doses of reduced iron must 
be given and distributed as widely as possible 
throughout the stomach. It must present as great 
a surface as possible to the dissolving acids. 
Ferrous sulphate does not react with proteins. It 
is not quite as available for absorption as ferrous 
chloride. Blaud’s pill and the old Mistura Ferri 
contain ferrous carbonate, which is insoluble and 
unavailable until converted to a soluble form by 
the gastric acids. 

Lucas and Henderson state that iron in most 
foods is not readily available. The best sources 
are egg yolk, milk, spinach and cabbage, and 
perhaps other leafy vegetables. Haemoglobin should 
never be given as a source of iron, as very little 
iron is made available by digestive processes on 
hemoglobin. That some of the iron in food or in 
scale preparations or inorganic iron salts is con- 
verted into the ferrous form is shown by testing 
the stomach contents with a-a-dipyridyl. Such 
ferrous salts may be absorbed by the stomach wall 
and certainly are absorbed by the duodenum and 
upper part of the jejunum, where the contents are 
still acid. As the gut contents become alkaline 
ferrous salts are precipitated as carbonates, phos- 
phates and sulphides. Very anemic patients take 
up relatively large amounts of iron and convert it 
into hemoglobin. The richer the body is in iron, 





the less the amount taken up daily. On large doses 
of iron large amounts may at first be built up into 
hemoglobin if needed, but the amount of iron 
metabolized gradually diminishes. Small doses of 
reduced iron are of little value. Even in the 
presence of hydrochloric acid little ferrous 
chloride can be formed. Lucas and Henderson extol 
the Syrupus Ferri Chloridi of the Canadian Formu- 
lary, containing ferrous chloride, as surpassing all 
other iron preparations. This claim is worth 
investigating. Lucas and Henderson also state that 
the evidence for the value of copper is small. 
Certainly when adequate copper is not absorbed by 
growing rats anemia occurs. This is not cured by 
iron alone, but minute amounts of copper will effect 
a cure. Inadequate copper absorption may occur 
in young children, but usually the food contains 
sufficient, and most iron preparations have ample 
copper as an impurity. The addition of small 
amounts will produce neither benefit nor harm. 





MIGRAINE OF UNUSUAL TYPE. 


Micraine of the classical type, especially when 
associated with more or less striking ophthalmic 
signs, needs no special description. Perhaps it 
still suffers from a certain neglect, even in its usual 
form, since it is sometimes passed over as “just 
headache”; but it is certain that some of its less 
usual manifestations are not recognized as often 
or studied as carefully as they merit. Headaches 
may be trifling or even absent, the most outstanding 
symptom may be visceral, there may be an associa- 
tion with convulsive disorders, or a seemingly 
characteristic migraine may be merely due to some 
underlying disease. These more aberrant forms 
have been described by H. A. Riley, R. M. Brickner 
and 8S. E. Soltz in a recent paper.’ They point out 
first that an intracranial tumour may simulate 
true “idiopathic” migraine, even to the periodic 
nature of the symptoms. Those who have found, to 
their dismay, papilledema suddenly appear in 
patients apparently the subjects of a _ simple 
migraine will appreciate the need for caution and 
for repeated examination of such patients. The 
authors point out that when neoplasms and cysts 
are so placed in the ventricular system as to 
obstruct the free circulation of cerebro-spinal fluid, 
their presence cannot be diagnosed by a considera- 
tion of symptoms alone, though the effect of posture 
of the head may be suggestive. Much less serious 
than neoplasms within the skull as a cause of 
migraine, but of considerable importance, is the 
existence of a chronic sinusitis, which, as is well 
known, may be present with little or no local hint of 
its general activities. 

Cases illustrative of these types of migraine are 
quoted by the authors, who then proceed to quote 
Critchley and Ferguson to the effect that any one 
or two of the classical symptoms of the malady may 





1 Bulletin of the Neurological Institute of New York, December, 
935. 
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be absent. This dictum is exemplified by a striking 
case in which the patient suffered from the most 
remarkable visual disturbances, ranging from upset 
of accommodation to anomalies of colour sense 
and fainting attacks and a varied vasomotor 
phenomena, but no headaches. 

Other cases are recorded in which the visual 
symptoms appear to be those of migraine, but in 
association with visceral or convulsive disorders. 
The occasional association of migrainous with 
epileptiform seizures has, of course, been described 
by Gowers and other authorities; though unusual, 
it should be remembered. Under the caption of 
abdominal migraine are perhaps the most provoca- 
tive cases listed. The authors admit that the occur- 
rence of abdominal migraine is not regarded as 
surely established, but the cases they describe are 
interesting. In one patient a feeling of tension in 
the abdomen was followed by cramps and vomiting, 
and giddiness and hiccup were sometimes also 
noticed; these symptoms never occurred in relation 
with the typical headache and visual disturbances 
from which she suffered. The other patient was 
subject to painful abdominal attacks usually 
preceding the typical headache. 

This paper reopens some of the controversies 
anent migraine. But while it is doubtful whether 
other visceral disturbances occurring in patients 
who are subject to true migraine are due to the 
same cause or not, it is at least possible. Of very 
much greater importance is the recognition of 


migraine as a symptom_of serious intracranial 


disease. No matter how convincing the symptomat- 
ology, how suggestive the familial history, how 
strictly periodic the attacks, the presence of an 
intracranial lesion cannot be excluded without 
repeated examination, careful observation and even, 
should doubt arise, investigation by one of the 
special neuro-surgical methods. 





EXPERIMENTAL RENAL HYPERTENSION. 


ATTENTION has been drawn from time to time in 
these columns to the progress made in elucidating 
the riddle of hypertension, though, indeed, much 
of the recent work has been destructive rather than 
constructive. No one who keeps in touch with 
modern medical research can share the complacent 
certainty of the lay “authorities” whose broadcast 
deliveries on the subject of high blood pressure 
perhaps delude some of their listeners into the 
belief that all is settled, that the xtiology is surely 
known, and that the treatment is simple and sure. 
But every step taken along the real path of 
knowledge should count, and another step truly 
seems to have been taken by W. M. Arnott and 
R. J. Kellar in a recent research. Many of the 
recent ideas current concerning hypertension have 
proved incorrect, or else are supported by very 
dubious evidence: pituitary hyperfunction is not 





*The Journal of Pathology and Bacteriology, January, 1936. 





proven, nor can pressor substances be convincingly 
demonstrated in the blood. 

Volhard’s hypothesis that the mechanisms of 
nephritic and essential hypertension are different 
seems very probably correct, but cannot be con- 
sidered proved, since in either case the mechanism 
is not exactly known. It would seem that the best 
approach is from a known condition as a basis; 
for example, we know that nephritis gives rise to 
hypertension, and Arnott and Kellar have confined 
themselves to this aspect of the subject alone. 
Believing that chemical researches have been incon- 
clusive up to the present, they have set out to dis- 
cover what influence the autonomic nervous system 
has on the production of hypertension in nephritis. 
Supposing that the kidneys of an animal were com- 
pletely denervated and that a nephritic state was 
then induced in the animal, would hypertension 
follow? This is their problem, and the answer they 
give is that under such conditions hypertension is 
prevented by previous removal of the nerve supply 
of the kidney. 

In order to carry out this work special methods 
were used. The carotid loop method was employed 
for the estimation of blood pressure. This method 
can easily be applied to chinchilla rabbits, in which 
the skin in the front of the neck is loose, readily 
permitting isolation of the carotid artery in a loop 
of skin and subcutaneous tissue. This provides an 
accessible vessel on which reliable readings of blood 
pressure can* be taken without disturbing the 
animal. Renal hypertension can be produced in the 
rabbit in several ways: by direct operative inter- 
ference by which the total effective kidney substance 
is reduced to very low limits, by the use of nephro- 
toxic substances, such as sodium oxalate, and by the 
use of X rays; this last method has been extensively 
used by Bolliger and other workers in Australia. 
There is no method as yet known which will produce 
a glomerular nephritis in animals comparable with 
that observed in the human subject. Arnott and 
Kellar, however, found the oxalate method simple 
and constant, since it produces a tubular nephritis 
in laboratory animals with slight glomerular 
damage and a definite hypertension of limited 
duration. 

Bilateral nephrectomy is not found to produce 
any hypertension in animals; rather there is a fall 
in blood pressure, and this is unaltered by the 
injection of sodium oxalate. The oxalate will, how- 
ever, cause hypertension in intact animals or those 
from which one kidney has been removed, so that 
it appears that the blood pressure changes are due 
to a true renal effect. If now one kidney was 
removed and the nervous tissue completely removed 
from the other by isolation of the pedicle and 
stripping the outer coats of the blood vessels, a 
nephritis could be produced by sodium oxalate 
injections, but without any rise in blood pressure. 
The nerves to the kidneys are apparently purely 
vasomotor in function; the efferent nerves are 
chiefly vaso-constrictors; about the afferents very 
little is known. Whatever may be the reflexes 
involved, it would seem to be established that the 
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renal nerves play a definite part in producing hyper- 
tension when the kidney is damaged. The authors 
remark that the significance of these results is at 
present rather obscure; this is true, but every 
physiological fact is of importance. We now know 
the first link in the chain that connects nephritis 
with hypertension ; that there may be chemical links 
also is possible, but the position seems to be this: 
that we have not yet a sufficiently accurate 
knowledge of either the anatomy or physiology of 
the neuro-vascular system. More research into the 
fundamentals is needed, and it is to be hoped that 
as time goes on more subsidies will be available 
for this type of work, which may not provide head- 
lines for the popular Press, but which may in the 
end save the lives of many of its readers. 





THE ROLE OF INFECTION IN ARTHRITIS. 


Tue element of infection in arthritis is one that 
is generally felt to be of great importance. It may 
be that it is possible to discover an obvious or 
cryptic source of infection ; sometimes no such focal 
source of sepsis can be found. In certain of the 
cases of this latter group there is good evidence that 
an infective focus has existed, and even though it 
be now extinct or has been removed, its evil, like 
that which men do, may live after it. In any case 
it is always interesting to learn any information 
bearing upon infection in relation to arthritis. 
C. McEwen, R. C. Alexander and J. J. Bunim have 
published two recent studies on the subject. In the 
first they detail their results obtained from blood 
culture, and in the second. the results of various 
immunological tests in different forms of arthritis." 
The patients studied were those suffering from 
obvious joint disease ; others presenting signs of the 
vaguer rheumatic disturbances were excluded from 
the investigations. The various categories of 
arthritis studied included rheumatic fever with 
polyarthritis, rheumatoid arthritis, arthritis due to 
gonococcal, streptococcal and non-specific pyogenic 
infection, osteoarthritis, and others of miscellaneous 
and unclassified groups. Nearly one-fifth of the 
total cases were wholly unclassified, though most 
of these were considered to be of infective origin. 
Control series were obtained from healthy students, 
elderly people with non-febrile states, and patients 
suffering from tonsillitis, other streptococcal disease 
and rheumatic carditis without arthritis. The 
authors do not think there is much advantage in 
very prolonged incubation of the cultures; very few 
positive results were obtained after two weeks. 
Organisms, chiefly streptococci, were grown from 
the blood of the patients suffering from rheumatic 
fever, rheumatoid arthritis, gonococcal arthritis 
and osteoarthritis in percentages ranging from 10 
to 19. The suggestion made is that if large amounts 
of blood and suitable methods are employed, 
streptococci can occasionally be isolated from the 
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blood of even normal persons and in those whose 
general resistance has been lowered by illness. It is 
not claimed that the organisms isolated were of 
necessity related to the causation of the arthritis, 
but at least such results support the contention that 
microorganisms can be carried by the blood stream 
from foci where they have colonized to other parts 
of the body. 

Various immunological tests were carried out in 
connexion with the second part of the inquiry; 
these included the gonococcal complement deviation 
test, agglutination and precipitation tests for the 
hemolytic streptococcus, and also tests for the 
presence of antistreptolysins and antifibrinolysins. 
Of course, as might be expected, the gonococcal tests 
gave an extremely high number of positive results 
in cases of gonococcal joint infections. What is 
much more interesting is that the serum of 86% of 
36 patients with active atrophic arthritis (that is, 
the so-called rheumatoid type) agglutinated a 
hemolytic streptococcus. The precipitation tests 
and those demonstrating the presence of antifibrino- 
lysins did not give selective results of much value, 
but in 51 cases of rheumatic polyarthritis anti- 
streptolysins could be found in 66%. 

These results strengthen the arguments advanced 
by a considerable bulk of work done on this subject, 
even though, as the authors point out, the tests 
employed have very clearly defined deficiencies. But 
it may be that such immunological work in the 
future may indicate not only the bearing of the 
possible infective factors in the rheumatic diseases, 
but also the manner in which they work. The 
mechanism of allergy, as is well known, has been 
invoked to explain the changes in the joints in 
atrophic arthritis, but no doubt this vague 
explanation is incomplete. In fact, assuming 
for the moment a great importance for the factor of 
infection in arthritis, in which we are well in line 
with current thought, we may say that here is a 
subject which strikingly illustrates how little we 
know of the exact effects of chronic infective states. 
Acute infections are in quite a different category ; 
but when faced with a disease like chronic atrophic 
arthritis, we cannot help being struck by its 
inveterate nature and its intractability. It seems 
hopeless to seek blindly for some means to stem 
the tide of processes that sweep so widely and so 
destructively over many of the body tissues; hope 
seems to lie, as it should, in a painstaking study 
of the fundamental principles involved. 





THE WESTERN AUSTRALIAN BRANCH LIBRARY. 


Tue attention of readers is directed to a notice 
appearing on page 623, in which are enumerated the 
volumes required to complete the sets of certain 
journals in the library of the Western Australian 
Branch of the British Medical Association. If 
readers are not themselves able to respond to the 
appeal, they are asked to bring it to the notice of 
any who may be in possession of the volumes 
required. 








620 THE MEDICAL JOURNAL OF AUSTRALIA. 


May 2, 1936. 





Abstracts from Current 
Wevdical Literature. 


PASDIATRICS. 








Ear, Nose and Throat Examinations. 

OrviItLE Barsour (Archives of Pedi- 
atrics, November, 1935) stresses the 
importance of examination of the ear, 
nose and throat in attempting to 
elicit the nature of diseased con- 
ditions in infants and young children. 
Although all physicians undoubtedly 
appreciate the importance of examina- 
tion of the throat as a _ routine 
measure, the author believes that we 
are just beginning to appreciate the 
fact that, more frequently than we 
used to realize, the true origin of 
abdominal disturbances may be found 
in the throat and adjacent structures. 
For example, acute ileo-caecal lymph- 
adenitis, which is at times difficult to 
differentiate from acute appendicitis, 
usually accompanies or follows acute 
naso-pharyngitis or tonsillitis. The 
recognition of this condition and the 
appropriate treatment may prevent 
unnecessary appendicectomy. Among 
children who are subject to such 
chronic abnormalities as anorexia and 
recurrent attacks of abdominal pain 
and vomiting, one of the factors, if 
not the chief irritative factor, is often 
located in the throat rather than in 
the abdomen. The wisdom of 
examining the eardrums and canals 
of infants and children as a routine 
measure is again stressed. The 
source of an obscure pain or pyrexia 
may often be found in the ear. The 
controversy concerning the relation- 
ship between pus in the middle ear 
and an infectious diarrhea in babies 
continues. When one has seen the 
diarrhea and associated vomiting, 
fever and _. prostration promptly 
diminish and progressively abate fol- 
lowing the opehing of eardrums, one 
cannot but feel that middle ear infec- 
tions may be important irritants, if 
not actual etiological factors, in this 
serious symptom complex in a certain 
number of cases. 


Non-Diabetic Coma with Glycosuria. 


G. B. Fremine, AGNES HERRING AND 
Noau Morris (Archives of Disease in 
Childhood, December, 1935) report 
three cases of sudden coma associated 
with disturbance in carbohydrate 
metabolism; in none of them was the 
coma due to diabetes meliitus. 
Although glycosuria with hyper- 
glycemia does not necessarily indicate 
true diabetes mellitus, the association 
of coma with glycosuria, even though 
acetonuria is only slight, almost 
inevitably leads to a diagnosis of 
diabetic coma. In the first case the 
symptoms primarily pointed to a 
diagnosis of diabetic coma, and it was 
only after further examination and 
observation that it was clear that the 
condition was one of suprapituitary 
tumour with disturbance in the 
carbohydrate metabolism. The coma 





was due to increased intracranial 
pressure with stimulation of the 
centre in the medulla controlling the 
blood sugar level, or more probably 
of the anterior pituitary lobe, the 
hormones of which have _ contra- 
insular and ketogenetic properties. 
The one feature which was absent 
from the picture in this case was 
typical acidotic breathing, which 
would almost certainly have been 
present in true diabetic coma. In the 
second case, although the evidence 
was not so strong, it was also possible 
that the pituitary gland was involved. 
The third patient had not been under 
observation for a _ sufficiently long 
time to determine the cause of the 
syndrome, but it is aimost certainly 
of nervous origin. 


Familial Acholuric Jaundice. 


W. T. W. Paxton (Archives of 
Disease in Childhood, December, 
1935) has investigated four cases of 
familial acholuric jaundice before 
and after splenectomy. The lowered 
resistance of the red cells in this 
disease to hypotonic saline solution 
has long been known, but it is only 
since the introduction of the Price- 
Jones method of accurately measuring 
red cell diameters and of the cell 
volume index that the unique shape 
of the red cells has been recognized. 
Furthermore, Vaughan has recently 
added to the knowledge of the con- 
centration of hemoglobin within the 
corpuscle, and while this work was 
in progress Hawksley and Bailey 
published a paper showing the effects 
of splenectomy on the red cell 
diameter. The results of these 
observers have been largely confirmed 
by the author’s series of cases. The 
series comprises a family of two boys 
and two girls, the disease having 
been transmitted to them through 
their father, who was proved to be 
a typical sufferer from the malady. 
Each of the children was found to be 
suffering form a considerable anemia 
showing all the typical features of 
acholuric jaundice, namely, normal or 
slightly raised colour index, increased 
fragility of the red cells, reticulo- 
cytosis, excessive bilirubinemia and 
urobilinuria, and the history of a 
familial and hereditary transmission. 
Splenectomy was performed on the 
four children, and in each. instance 
the expected and now well recognized 
group of changes resulting from this 
operation in acholuric jaundice was 
found. There were immediate cessa- 
tion of excessive blood destruction, a 
rise of the red cell count and per- 
centage of hemoglobin to about 
normal levels, and a fall in the 
number of reticulocytes. Bilirubinemia 
and urobilinuria were reduced to 
within healthy limits, with subsequent 
disappearance of jaundice. As in all 
cases in which the spleen is removed, 
a remarkable increase in the platelet 
count occurred. The author has con- 
firmed the findings of Vaughan and 
Goddard that the concentration of 
hemoglobin in the red corpuscle in 





acholuric jaundice is higher than in ; 


health and in various diseases, 
including different types of anzmia. 
The suggestion that the spleen has a 
part in causing reduced red cell 
diameter is also supported, as after 
splenectomy an increased diameter 
was found. 


The Medical Treatment of Congenital 
Pyloric Stenosis. 


ELIZABETH SVENSGAARD (Archives of 
Disease in Childhood, December, 
1935), in order to counterbalance the 
growing enthusiasm for operation in 
congenital pyloric stenosis, publishes 
results from the Children’s Depart- 
ment of the Rigshospital, Copenhagen, 
where the treatment has always been 
exclusively medical. The author 
points out that, although the medical 
treatment at different clinics varies 
to some extent, there is unanimity 
that first of all the dehydration must 
be combated with saline solution, 
given subcutaneously, intravenously 
and per rectum. The methods of 
nourishment, on the other hand, vary 
greatly, and, as for medicines, atropine 
has been used sometimes, and during 
recent years the use of “Eumydrin” 
has been occasionally reported. None 
of the remedies seems to have been 
given consistently, and widely dif- 
ferent judgement has been passed 
upon their effect. Washing out of 
the stomach to remove its decom- 
posing contents, the complication of 
gastritis being thereby avoided, is 
still often undertaken. Nourishment 
has also been given through a duo- 
denal tube. The author’s material 
covers a period from 1911 to 1934 and 
consists of 179 patients. The prin- 
ciples in regard to nourishment and 
the thorough treatment of dehydrated 
patients with saline solution were 
more or less the same throughout the 
years. In addition, three different 
therapeutic measures have been 
systematically used during three 
periods of time. From 1911 to 1922 
the outstanding feature of the therapy 
was gastric lavage and, to some 
extent, feeding through a duodenal 
tube. During the second period, from 
1922 to 1927, a 1 in 1,000 solution of 
atropine sulphate was given by mouth, 
the initial dose of one drop being 
increased later to at the most two 
drops, seven times a day, when well 
tolerated. Sometimes this treatment 
was kept up for two or three months 
until the vomiting had ceased and the 
patient was thriving satisfactorily. 
No serious cases of atropine poisoning 
were observed. In 1927 treatment was 
started with “Eumydrin” and was con- 
tinued over the period till 1934. 
“Eumydrin” (atropine methylnitrate) 
is said to be fifty times less poisonous 
than atropine, although the efficacious 
dose is only two or three times larger. 
From two to five cubic centimetres of 
a 1 in 10,000 solution are given seven 
times a day half an hour before each 
feeding. This treatment is kept up 
for weeks until the patient has not 
vomited for a week or more. The 
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importance is stressed of not giving 
the drug until the introduction of 
saline solution has. counteracted 
dehydration and produced satisfactory 
diuresis. The authdr concludes that 
there can be no doubt of the efficacy 
of “Eumydrin” and of its superiority 
to the other two methods of treatment. 
Medical treatment in the Rigshospital 
has been so satisfactory that there is no 
reason to change to surgical measures. 


ORTHOPAZDIC SURGERY. 





Dislocations. 


W. E. Gattre (The New England 
Journal of Medicine, July 18, 1935) 
discusses the pathology and treat- 
ment of those dislocations that tend 
to recur or to persist in spite of a 
previously successful reduction. He 
emphasizes the large number of such 
cases and the importance of the per- 
manent disablement which follows 
them. The injury to the ligaments 
which ordinarily hold the bones in 
position may occur as a transverse 
tear or as a split between the fibres, 
or more often as an avulsion of the 
ligaments of the bones from one or 
the other side of the joint. The author 
has had many opportunities to 
observe the morbid anatomy at opera- 
tion and has been impressed with the 
frequency with which dislocations, 
particularly the subcoracoid disloca- 
tions of the shoulder,, have been 
accompanied by avulsion of the liga- 
ments from the bone. He considers 
that in these latter dislocations this 
avulsion of the capsule from the 
anterior and the lower part of the 
rim of the glenoid is the chief cause 
of recurrences, which are due to 
incomplete healing of the capsule in 
the bone, either as a result of too 
early movement of the limb or of 
failure of the ligaments to return to 
their normal position. Recurrence 
of dislocation depends decidedly on 
the shape of the bones forming the 
joint. This particularly applies to the 
shoulder and accounts for the very 
rare recurrence of dislocation in the 
hip. In joints of a type such as 
acromio-clavicular and _ sterno-clavi- 
cular the shape of the bone predisposes 
towards dislocation, which is pre- 
vented only by the ligaments, the 
result of the tearing of which is 
usually a permanent dislocation. He 
is also impressed by the importance 
of congenital abnormalities of the 
bones and ligaments as a cause of 
dislocations, with particular reference 
to the shoulder and recurring disloca- 
tion of the patella. The usual happy 
results of conservative treatment have 
been a factor in preventing the 
adequate development of an operative 
technique for those cases which do 
not respond to conservative measures, 
and he advocates the early inspection 
of severe ruptures of ligaments 
through an appropriate incision and 
early efforts to repair the damage 
adequately. The time-honoured treat- 





ment of dislocations has no doubt 
resulted in satisfactory recovery in 
the vast majority of these injuries, 
but the minority which do not yield 
to treatment and which result in 
serious disability are sufficiently 
numerous to constitute a considerable 
problem both in civil and industrial 
surgery. The obvious remedy for these 
eases is to perform an operation that 
will restore the ruptured ligaments to 
their normal condition. Attempts to 
suture the torn ligaments with catgut 
or silk or to tack down avulsed liga- 
ments with metal tacks often prove 
disappointing owing to the liability 
of the scar to stretch. This has been 
the common experience in rupture of 
the quadriceps or patellar tendons. 
The author has taken advantage of 
the fact that fascia lata and tendon 
will continue to live practically 
unchanged after transplantation from 
one place to another in the same 
individual, but emphasizes the need 
for careful observance of certain 
points in the technique. He considers 
the morbid anatomy of the injury as 
earefully as possible and then tries 
to replace the injured ligament as 
well as he can. When a new ligament 
is to be fixed to a bone, it is necessary 
to bury the tendon or fascia lata 
composing it in a tunnel in the bone 
for a distance of 2-5 centimetres (one 
inch) or more in order to prevent it 
from pulling out. In the case of 
fascia lata it is necessary in addition 
to tie a knot in the end of it; the 
knot is over-sewn with fine silk so 
as to prevent it from untying; it is 
then drawn through a tunnel in the 
bone until the knot lodges against the 
entrance. When the new ligament is 
expected to be subjected to strain, 
whether constant or intermittent, it 
is wise to pass the new ligament 
through a hole drilled in the bone in 
the line that the ligament will assume 
when the operation is completed, and 
then to tie a knot on the opposite 
side of the bone. This precaution 
avoids the liability of bone absorption 
from tension when the ligament is 
placed through a tunnel in the bone 
at right angles to its pull. In addition, 
the drill-hole, which never fills up 
with osseous tissue, must be so placed 
that it does not seriously weaken the 
bone. Attention must be paid to the 
tightness of the new ligaments after 
healing has been completed, as, for 
example, in the metacarpal ligament 
of the knee, where any undue slack- 
ness after healing would militate 
against a good result. 


The Healing of Fractures. 

E. M. Recen anp W. D. WILKINS 
(The Journal of Bone and Joint 
Surgery, January, 1936) state that 
within a few years of the discovery 
of X rays it was learned that exposure 
of growing bone to X _ radiation 
resulted in a decrease in rate of 
growth; it was also noted that the 
bone was permanently stunted, never 
attaining the length and weight that 
it would normally have reached. In 





a previous study the authors found 
that the phosphatase activity of 
growing dog bone was reduced fol- 
lowing moderate doses of X rays, the 
decrease beginning a few days after 
treatment. This activity reached the 
minimum value within about a week 
and showed a distinct tendency to go 
up again within four to five weeks. 
The purpose of the authors’ present 
study was, first, to determine the effect 
of X ray irradiation on the healing of 
fractures in adult bone by following 
the appearance of the fractures in 
skiagrams taken at regular intervals; 
second, to follow the course of the 
phosphatase activity of these bones 
at the site of fracture throughout 
the period of healing. In order to 
produce fractures in a group of 
animals at a time when the phos- 
phatase activity would be at a mini- 
mum and continue low for several 
weeks after fracture, the authors 
treated eight adult female rabbits 
over the left forelegs with 1,112 and 
622 Réntgen units two weeks and 
one day respectively before producing 
fractures. On the basis of the previous 
findings this treatment would main- 
tain a low phosphatase activity in 
unfractured bones for at least four 
to five weeks. On the day after the 
second X ray treatment comminuted 
fractures were produced in both the 
experimental (irradiated) and control 
(unirradiated) ulne of these eight 
rabbits, as well as in both ulne of 
four control (unirradiated) animals. 
This was done by open operation in 
the manner described in a previous 
study. The right ulnez of the treated 
animals which had not been irradiated 
were used as semi-controls, and both 
ulne of the four control animals were 
considered as complete controls. Skia- 
grams showed that there was in each 
case a marked delay in healing of the 
fractures in the irradiated ulne as 
compared with the control bones. 
Examination of the bones after 
removal from the body and after 
cleaning showed that rigidity in both 
the semi-control and complete control 
ulne was attained well before that of 
the irradiated bones. By inspection 
also the callus of the fractures in the 
experimental ulne was in general 
found to be smaller than that of the 
fractures in the control ulnz, regard- 
less of the time. In both the semi- 
control and complete control bones 
it was quite evident that the amount, 
or at least the activity, of the phos- 
phatase was greatly increased in the 
region of the fractured as compared 
with normal unfractured bone, reach- 
ing a high leved within the first week 
after fracture before the appearance 
of any hard callus material. Thus the 
fracture tended to increase greatly 
the phosphatase activity, while X ray 
irradiation tended to inhibit this 
increase. By comparison of the skia- 
grams with the phosphatase values, 
it was noted that the highest enzyme 
activity occurred within the period 
during which the first evidences of 
union were detected. 
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British Medical Association Mews. 


SCIENTIFIC, 


A MEETING of the Queensland Branch of the British 
Medical Association was held at the Hospital for Sick 
Children, Brisbane, on February 7, 1936. The meeting 
took the form of a series of demonstrations by members 
of the honorary medical staff. 


Apophysitis of the Os Calcis. 


Dr. A. E. Paterson showed a boy who had come to the 
out-patient department complaining of pain when he kicked 
the back of the right heel. This condition had been 
noticed five months previously and the pain had increased. 
On examination both right and left heels were found to 
be very swollen at the back, the swelling feeling cystic. 
He could walk quite well. An X ray examination of the 
os calcis of each foot revealed typical Osgood-Schlatter’s 
disease. When this condition occurred in the tubercle of 
the tibia, there was marked pain on walking, and it would 
be expected that the action of the tendo Achillis in 
walking would cause pain, but the boy complained of pain 
only when the heel was kicked. 


Diabetes Insipidus. 


Dr. Paterson also showed a child, aged eleven years, 
who had been seen at the Hospital for Sick Children in 
1928 with a proptosed right eye, said to have followed 
a slight injury to the inner canthus six months previously. 
The child had been admitted to hospital then, and all 
observations had been made, but nothing abnormal was 
detected. An X ray examination of the skull revealed no 
abnormality; the Wassermann test gave no reaction and 
the ocular fundi appeared normal. Twelve months later 
the child had been readmitted to hospital suffering from 
acute mastoiditis. The eye was examined at that time; 
it was found to have settled down a good deal, and the 
optic disks still appeared normal. Prior to his readmis- 
sion the child had been in a private hospital and it was 
remarked that he was “very dirty in his habits and 
wetted the bed a lot”. He had been seen in the out-patient 
department of the Hospital for Sick Children on February 
3, 1936. He was so thin that he was thought at first to be 
suffering from a nutritional disease, especially as the 
father was a relief worker. However, his diet was found 
to be very good; he had meat three times daily, bread 
and butter, milk, roast potatoes and tomatoes and milk 
puddings. His mother made the significant remark that 
the boy “had to rise frequently at night time to pass his 
urine”. Dr. E. O. Marks had examined the optic disks 
and stated that optic atrophy was present in the right eye. 

The boy was admitted to hospital for observation and it 
was found that in twenty-four hours he had drunk seven 
and three-quarter pints of water and had passed eight 
and a quarter pints of urine. His weight was 18-45 kilo- 
grams (forty-one pounds). The boy was probably suf- 
fering from diabetes insipidus. It was pointed out that 
this was a very rare disease and it was said that more 
children suffered from it than from diabetes mellitus. 
In the Hospital for Sick Children, however, this would 
make the third case of diabetes insipidus, if it were one, 
whereas at least twenty cases of diabetes mellitus had 
been seen. The condition was also said to be hereditary. 
The history of the boy had not yet been fully investigated, 
but two children who had come up with the mother looked 
very thin and under weight. The patient had had a 
radical operation performed on his ethmoids without any 
relief. Mentally he was quite normal. The blood sugar 
one hour after a meal was 0-131 per centum. There was 
no disturbance of the pituitary mechanism. 

Dr. Paterson said that in diabetes insipidus the patients 
generally passed from eight to twelve pints of urine in 
twenty-four hours. He asked whether the cause was a 
deficient secretion of the pituitary gland or a disturbance 
in the neighbourhood of the pituitary. X ray examination 





did not reveal any abnormal condition near the pituitary. 
If the patient’s condition was true diabetes insipidus, why 
should the optic disk, from being normal four years ago, 
become atrophied? The type of diabetes insipidus from 
which the child was suffering could be determined along 
the line of the investigations by Myer and Roberts, who 
gave their patients a large dose of sodium chloride. In 
some they found a depression in the freezing point of the 
urine, showing increased molecular concentration; in 
others no depression of the freezing point was found, but 
a conspicuous increase in the amount of urine. This 
should be investigated in this boy. Cautious limitation 
of fluid, if he were not suffering from true diabetes 
insipidus, should help him. If his condition was true 
diabetes insipidus, it would not help. Pituitrin injections 
given in the morning sometimes helped. The X ray 
picture was not very definite, but the pituitary fossa 
appeared a bit ballooned, which might point to a stalk 
tumour. 


Optic Atrophy. 


Dr. E. O. Marks showed a patient suffering from optic 
atrophy. The boy had been first seen in 1930, when he 
was aged ten years. He had complained of defective vision, 
which was associated with what was believed to be 
Fréhlich’s type of pituitary disturbance. The vision had 
been very defective, being */,, only, and the patient had 
behaved as if it were worse than that. He had been shown 
at a meeting at the Hospital for Sick Children, and Dr. 
Lockhart Gibson, Dr. A. Jefferis Turner and Dr. S. F. 
McDonald had all agreed that he was probably of the 
Froéhlich type. Dr. Gibson had thought that the defective 
vision was due to lack of proper development of the 
macula, but Dr. Marks was not sure that the macula was 
different from normal. He had estimated the fields, 
which were very good for a boy of his age; they were very 
little different from normal, there being none of the 
temporal restriction that one would expect in pituitary 
disorder. The disks were normal. On account of his vision, 
the boy did not do very well at the ordinary school, 
whereas he was far too good for the opportunity school. 
He was next seen at the Blind School, and lately had come 
to get a certificate to go to the Blind Institute. His vision 
was now very much worse, being only about */,,; the field 
was very restricted, but it was not the kind of restriction 
one would expect with a pituitary lesion, as it was not 
on the temporal side. The field was difficult to estimate, 
as the boy had not a very good fixation. The fundus now 
resembled that found in retinitis pigmentosa. It was stated 
that patients with signs of pituitary disturbance and 
Froéhlich’s sign did sometimes develop retinitis pigmentosa. 
The boy was now aged sixteen years; his figure and 
weight resembled those of the Fréhlich’s type, but his 
external genitalia were normal and his mental develop- 
ment was good. He showed polydactylism. He was the 
youngest member of his family, which was not generally 
the case in Fréhlich’s type. 


(To be continued.) 





MEDICO-POLITICAL. 


In view of the possibility of the introduction into 
Australia of some form of national health insurance the 
Victorian Branch of the British Medical Association is 
endeavouring to secure some information about the present 
remuneration of medical practitioners. To this end a 
questionnaire has been sent to every member of the 
Branch. The information obtained will be anonymous 
and confidential as far as any details are concerned, but, 
of course, it may be necessary to use statistical informa- 
tion derived from an analysis of the answers received. 
No signature is asked for on the form. 

Members who have not completed the form are asked 
to do so without delay. For the benefit of those who may 
have mislaid the form sent to them the questionnaire is 
reprinted below. 
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Questionnaire. 
(Strike out terms not applicable.) 
Nature of Practice? 

General. 

Specialist. 

Whole time Hospital Medical Officer. 

Whole time State Medical Officer. 

Whole time Municipal Medical Officer. 

Whole time Commonwealth Medical Officer. 

Loeation of Practice? 
Metropolitan (including suburbs of Melbourne). 
Country (including provincial towns). 
. Number of years in practice? ............ 
. GROSS PROFESSIONAL INCOME earned during 
12 months ended 30th June, 1935? 

(a) From appointments (including Lodge, 
Repatriation Department, Medical 
Officer of Health, Children’s Welfare 
Department, etc.) 

(b) From private practice other than 
Midwifery 

(c) From Midwifery 


TOTAL PROFESSIONAL INCOME EARNED 


EXPENDITURE NECESSARY TO EARN 
PROFESSIONAL INCOME (during year 
ending 30th June, 1935)? 

(a) Overhead (including car costs; rent, 
proportion only applicable to practice; 
telephone; surgical supplies; drugs; 
depreciation on equipment; and other 
legitimate charges) ee 

(b) Total bad and doubtful debts to 
nearest £50 in respect of year ended 
30th June, 1935 


TOTAL EXPENDITURE (in earning Pro- 
fessional Income) 


*Net Annual Income (difference between 

Total Professional Income Earned from 
Practice and Total Expenditure) ? i.e 
Number of confinements attended annually? 
Average confinement fee charged? 

Percentage of confinement fees collected? 

Do you give honorary service? an 
*Net Professional Income arrived at similarly for 
SI. sc t Bs Bev sct Te Bens ot Bey Be cees 





NOTICE. 


Tue Honorary Librarian of the Western Australian 
Branch of the British Medical Association wishes to secure 
the. undermentioned publications to complete the sets in 
the Branch library. Members of any of the Branches who 
can help the Western Australian Branch in this matter 
are asked to communicate with Dr. Cyril Bryan, Chennell 
House, 260, St. George’s Terrace, Perth. 

The British Medical Journal: Volume I, 1892; Volume I, 
1897; Volume II, 1903; Volume II, 1905; Volume II, 1912; 
Volume II, 1916; Volume II, 1925. 

The Lancet: Volume I, 1850; Volume II, 1871; Volume II, 
1874; Volume I, 1875; Volume I, 1877; Volume II, 1877; 
Volume II, 1893; Volume II, 1895; Volume II, 1896; Volume 
I, 1916; Volume II, 1917; Volume II, 1933. 

The Practitioner: March, 1927; January and July, 1929; 
August, 1932; January, February, March, April, May, June, 
July, August, September, October, November and December, 
1933; March, May, June, August, September, 1934; and 
January, 1935. 

The Quarterly Journal of Medicine: July and October, 
1928; complete volumes, 1929, 1930, 1931, 1932, 1933 and 
1934. 





Public bealtb. 


THE AUSTRALIAN CONFERENCE ON CRIPPLED 
CHILDREN. 


ConcerTep action in Australia for the care of cripples 
may be said to have commenced with the Conference on 
Polioencephalitis which met at Canberra in April, 1931. 
The economic crisis of subsequent years made impossible 
the Federal action recommended by this conference, but 
in several States the movement for providing adequate 
treatment and care of the cripple has been very actively 
developed. 

In April, 1935, it was announced that Lord Nuffield had 
donated £50,000 “to help the crippled children of Australia”, 
and he asked the Commonwealth Government to arrange 
an equitable distribution of this gift throughout the States. 
The arrangements made for the allocation of this fund 
and to create a coordination of common interests in the 
movement were detailed in Health for May, 1935, page 49, 
and September, 1935, page 113. The Council of Advice, 
established for these purposes, included the following in 
a series of recommendations: 


It is important for the uniform development of 
this work throughout Australia that a conference 
be held every second year at which both adminis- 
trative and technical aspects will be fully discussed. 


In accordance with this recommendation, steps were 
taken by the Commonwealth Department of Health to 
convene a first Australian Conference on Crippled Children. 
(Although this title was adopted for the conference, in 
accordance with the terms of the Nuffield gift, “to help 
the crippled children of Australia”, it was made clear to 
all interested that the work of the conference would 
relate to the care and treatment of cripples, both children 
and adults.) 

The conference assembled at the Australian Institute 
of Anatomy, Canberra, on the afternoon of Monday, April 6, 
1936, and completed its sessions in the forenoon of April 8. 
There were present the following medical men, delegates 
of hospitals, of State societies for the care of the cripple, 
rotary clubs and other kindred organizations: 


New South Wales: Dr. R. B. Wade (Chairman); Dr. 
S. W. G. Ratcliff, Chief Executive Officer and Medical 
Superintendent, Royal Alexandra Hospital for Children, 
Sydney; Mr. B. R. Gelling, Honorary Secretary, New South 
Wales Society for Crippled Children; Mr. R. O. Beale, 
Vice-President, New South Wales Society for Crippled 
Children; Mr. G. Fred. Birks, Vice-President, New South 
Wales Society for Crippled Children; Mr. W. S. F. Corner, 
Director and Chairman, Placement Committee, New South 
Wales Society for Crippled Children; Mr. Jas. Nangle, 
Vice-President and Chairman, Vocational Training Com- 
mittee, New South Wales Society for Crippled Children; 
Miss L. F. Carne, Teacher-in-Charge, School for Physically 
Handicapped Children, Royal Alexandra Hospital for 
Children, Sydney; Reverend S. G. Drummond, Super- 
intendent, Far West Children’s Health Scheme; Dr. Wilfred 
Vickers, Honorary Orthopedic Surgeon, Far West 
Children’s Health Scheme; Dr. G. Moncrieff Barron, 
Chairman of Council, Far West Children’s Health Scheme. 


Victoria: Lady Latham, Vice-President, Victorian Society 
for Crippled Children, and President of Committee, 
Children’s Hospital, Melbourne; Mrs. T. W. White, Vice- 
President, Victorian Society for Crippled Children, and 
President, Combined Auxiliary, Children’s Hospital, 
Melbourne; Mrs. J. B. Tait, Member of Committee, 
Children’s Hospital, Melbourne; Mrs. J. G. Norris, 
Honorary Secretary, Victorian Society for Crippled 
Children; Miss M. Urquhart, Almoner, Victorian Society 
for Crippled Children; Miss F. E. Pennington, Social 
Service Worker, Victorian Society for Crippled Children; 
Mr. J. A. Lucas, Member of Committee, Victorian Society 
for Crippled Children; Dr. Douglas Galbraith, Medical 
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Superintendent, Children’s Hospital, Orthopedic Section, 
Frankston; Dame Jean Connor, Physician-in-Charge, 
Physiotherapy Clinic, Children’s Hospital, Melbourne. 

Queensland: Dr. Harold Crawford, British Medical 
Association (Queensland Branch) and Chairman, Queens- 
land Branch, and Federal Representative Australasian 
Massage Association; Dr. C. A. Thelander, Chairman, 
Queensland Royal Commission on the Investigation of 
Paralysis; Dr. Jean Rountree, Medical Superintendent, 
Elizabeth Kenny Clinic, Brisbane; Sister Elizabeth Kenny. 

South Australia: Mr. Harold Finniss, representing 
Rotary Club on South Australian Committee for Crippled 
Children. 

Western Australia: Dr. R. D. McKellar Hall, The 
Children’s Hospital, Perth; The Honourable A. H. Panton, 
M.L.A., Board of Management, Perth Hospital. 

Tasmania: Mr. J. Burgess Watt, President, Tasmanian 
Society for Care of Crippled Children and Hobart Rotary 
Club. 

Federal Capital Territory: Dr. J. H. L. Cumpston, 
Commonwealth Director-General of Health; Sir Colin 
MacKenzie, Director, Australian Institute of Anatomy; 
Dr. Chas. Mackay, Assistant Director, Australian Institute 
of Anatomy; Lady MacKenzie, Australian Institute of 
Anatomy; Dr. F. McCa'lum, Commonwealth Department 
of Health. 

Dr. J. H. L. Cumpston, Commonwealth Director-General 
of Health, extended a welcome on behalf of the Minister 
for Health (the Honourable W. M. Hughes, K.C.), who 
was unable to be present. Dr. Cumpston pointed out 
that there were many interests represented at the con- 
ference, but that the common central interest was the 
crippled child. In this diverse membership he felt that 
the one whose outstanding knowledge and experience fitted 
him especially to preside over the conference was Dr. 
R. B. Wade, whom he formally proposed as chairman. 
Dr. Wade was unanimously elected Chairman of the 
conference. 

Dr. R. B. Wade, in an opening address, said that the 
Nuffield gift had coordinated Australian interests in the 
welfare of the crippled child. Societies for that purpose 
had been formed in most States, and it was now possible 
to set out a concrete scheme which would define the needs 
of the work in regular sequence and without overlapping. 
He indicated aspects of the scheme, the primary objective 
of which was to find the cripple. Then followed the 
details of bringing the cripple for examination by 
experienced orthopedic surgeons and the compilation of 
personal records which would not only indicate treatment 
(probably 60% could be improved by proper treatment), 
but would also forecast the ultimate state of the child, 
both physical and mental, so that his after-life might be 
fitted to his state. Factors which often affected results 
were transport and the long period of treatment; this 
involved consideration of the place of the after-care home, 
the work of auxiliary committees, education of the child 
during the period of treatment, and welfare work 
generally. When treatment effected a cure, the patient 
in after-life would enter ordinary avenues of occupation, 
but there would always remain a residual proportion of 
patients with some degree of disability. The responsibility 
then arose of general and special vocational training and 
the ultimate placing of the cripple in an employment 
compatible with his disability and his natural talents. 
Dr. Wade expressed the hope that the conference would 
be productive of full discussion, which was the only way 
to find solutions to common problems. 


Organization and Planning. 


Lady Latham discussed “The Need for and Organization 
of Societies for Crippled Children” as indicated by the 
work which was being done in Victoria. She showed by 
a survey of this work how the performance of the major 
services made apparent many subsidiary needs. The 
Melbourne Children’s Hospital, in an annual expenditure 
of nearly £60,000, spent about £20,000 for the benefit of 
crippled children. Records of the curative work -at the 





Children’s Hospital showed an average of 40 orthopedic 
beds and some 6,000 out-patient attendances every year. 
A special physical therapy clinic included the employment 
of four itinerant masseuses who visited homes of patients 
for reeducative exercises. The Frankston Orthopedic 
Hospital, on the seashore about thirty miles from 
Melbourne, accommodated 88 patients who were unsuit- 
able for a hospital for acute cases and who required 
prolonged treatment in open air and sunshine (periods 
of residence varied from nine months to three years). An 
open air ward at the Brighton Convalescent Cottage pro- 
vided for twelve infantile paralysis patients who were 
given intensive treatment for muscle reeducation. 


Lady Latham stressed the need for educational facilities 
so that the child who was physically handicapped should 
not have the additional burden of incomplete schooling. 
At Frankston the Education Department provided three 
teachers and a kindergartener, and the hospital arranged 
for an instrustress in craftwork. The Education Depart- 
ment also arranged for correspondence classes for 
children discharged from hospital but unable to attend 
school. At the Children’s Hospital some kindergarten or 
craft employment was given, whilst the Yooralla Hospital 
School (established by a separate committee) provided 
for out-patients. 

At Frankston community life was encouraged by girl 
guide and boy scout troops, a library, concerts and picture 
shows; everything was done to make life there as near as 
possible to the normal life of the normal child. A start 
was also being made in providing for twenty older 
patients who were sufficiently well to begin some simple 
technical training; there existed a very real need for 
this provision for the older patients, who would benefit 
by a period of dehospitalization and learn to do things 
for themselves before they took their place in the rough 
and tumble of ordinary community life. A splint shop 
at the Children’s Hospital, with five crippled lads under 
the head splintmaker, doing all the work for the hospital 
and now receiving outside orders, demonstrated what 
could be done. 

This work which had been begun and the work which 
still remained to be done emphasized the need for societies 
for the care of cripples, and Lady Latham summed up 
the aim of such a society as twofold: (i) By early dis- 
covery and treatment and by a campaign against the 
causes of crippling to prevent the cripple being made. 
(ii) By general education, technical training and finding 
employment for the trainee to prevent the trainable cripple 
from becoming a misery to himself and a drag upon the 
community. 

Dr. J. H. L. Cumpston presented to the conference a 
memorandum which reviewed the history of the movement 
in Australia, quoting the recommendations of the Council 
of Advice under the Nuffield Trust (summarized in Health 
for September, 1935, page 113) and the proposed allocation 
of the fund which had been adopted by the Council of 
Advice. The skeleton scheme proposed in this memo- 
randum contemplated the establishment of a Federal 
Advisory Committee, with central Staté committees, local 
committees, subsidiary committees (ladies’ auxiliaries), 
with adequate provision for orthopedic treatment, general 
education, vocational training and local employment 
bureaux. Progress was noted in every State towards the 
fulfilment of just such purposes as were outlined in this 
scheme. The Federal Advisory Committee proposed in this 
scheme was in fact at present composed of the Nuffield 
Trust Council of Advice (the Minister for Health, the 
Commonwealth Director-General of Health, with Dr. R. B. 
Wade representing the British Medical Association and 
Mr. R. O. Beale associations interested in the welfare of 
crippled children). This could be increased by representa- 
tives from each State with the following functions: (i) to 
act as a central advisory body and to lay down broad 
lines on which care of crippled children was to be 
organized; (ii) to administer the Nuffield Trust; (iii) to 
collect literature and distribute précis of the literature to 
the State committees; (iv) to call conferences from 
time to time. 
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Dr. Cumpston pointed out that a council could operate 
along two main lines, either of consultation or direction. 
In this case there was in fact nothing to direct. As for 
consultation, he felt that there was great scope for some 
such central body, provided that it was agreed that 
conferences of this nature were to be repeated. He 
stressed that there was no question of endeavouring to 
secure uniformity between different States, but that there 
were many matters in which consultation was exceedingly 
valuable. He desired to emphasize, however, that when 
any question arose for such consultation or for the 
granting of funds, it was essential that there should be 
in each State one central coordinating body; this was 
desirable and necessary to obviate conflict and parallel 
effort. 

In a discussion on questions raised by Dr. Cumpston, 
Dr. R. B. Wade said that they had much to learn from 
England. There a central council, in a purely advisory 
capacity, circulated reviews of literature and took charge 
of conference arrangements. 

In a subsequent discussion no finality was reached 
regarding the formation of such a central council, and 
the Chairman asked delegates to refer the matter to 
their various organizations and to bring it forward as a 
definite question for decision at the next conference. 


Mr. B. R. Gelling, in a paper on “Social Service and 
Administration of Crippled Children’s Societies”, told of 
the development of the New South Wales Society for 
Crippled Children. The society was founded in 1930, 
following a report by the Rotary Club of Sydney and a 
survey carried out in Sydney by that club. It was realized 
that conveying children to and from hospital and pro- 
viding them with surgical appliances was not enough. 
The aim of the society was to train and equip all crippled 
children so that they might become self-supporting and 
therefore self-respecting members of the community. The 
basic work of insuring contact in the homes of crippled 
children was carried out by twenty-four ladies’ auxiliaries 
which had a membership of between 500 and 600. Personal 
visits, reguiar reports, extra diet or other assistance, 
dental attention, transport and periodical outings by motor 
cars and other entertainments were included in the work 
of these auxiliaries, which was regarded as of incalculable 
value, not only to the children, but ultimately to the 
community itself. ° 

A cardinal feature of the work of the society was that 
nothing was done except under the written direction of 
the orthopedic surgeon under whose care the child was 
being treated. Cooperation with the Education Department 
had resulted in the special school for crippled children 
within the grounds of the Royal Alexandra Hospital for 
Children, free use of technical colleges and trade schools 
to students recommended by the society, and a reimburse- 
ment to the society of the cost of transport of these 
students. 

Special examination clinics were held at the Sydney 
Hospital every few weeks by a board of two orthopedic 
surgeons nominated by the British Medical Association, 
assisted by the Principal Medical Officer of the Education 
Department, who conducted mental tests. The society 
did not register imbeciles or idiots, but assisted in 
obtaining any necessary institutional care for these 
children. A feature of the work of this clinic was the 
number of cases in which no medical or surgical treatment 
whatever was received. In the three years 1933-1935 
there were 601 children examined, of whom 258, or 43%, 
were receiving no treatment. Yet the orthopedic surgeons 
had reported 398 cases as hopeful, 10 hopeless, and 79 
optimum; the rest were either mental or not orthopedic 
cases. Despite the difficulty of maintaining many cases 
on the register, when parents moved and made no effort 
to keep in touch with the society, over the past two years 
only 3-75% and 1-0% respectively of all cases registered 
had been recorded as “removed and cannot be traced”. 


Many problems arose in placing young people who had 
been trained to become self-supporting, possibly through 
prejudice or the operation of the Employers’ Liability Act 
or industrial awards. A special committee dealt with 





this phase of the work. Last year 139 students had been 
in training in a variety of occupations, which included 
food production, engineering, printing and bookbinding, 
boot-repairing, applied chemistry, applied electricity, com- 
mercial art, secretarial work, accountancy, music, singing, 
dressmaking and millinery. The need for an after-care home 
when children left hospital was now being met by the 
generosity of Mr. Andrew Reid, and the society would 
appoint a special committee te manage this home when 
it was completed by the end of the year. 

In caring for between 1,300 and 1,400 children the 
society had had in no year the normal income to meet 
the expenditure. The cost of administration had been 
lessened, by the honorary services of many willing helpers. 
In the three years 1933-1935 cost of administration was 
£1,582, whilst £5,044 was spent on direct services to crippled 
children, a proportion which would be regarded as 
reasonably economical. 

The seeking out and discovery of the crippled child 
were noted as the initial need by each speaker who 
dealt with the broad outlines of the problems and their 
solution. Two valuable papers dealt with the special 
aspects of this phase of the work in the different circum- 
stances of city and country. 

Mr. R. O. Beale described the work of “Rotary Surveys 
in Cities”. He stressed the part that the layman could 
play in finding the cripple and obtaining essential infor- 
mation regarding social circumstances, financial status 
and other important details; the doctor or the nurse 
could not, in the same way, go out into the highways and 
byways and find the crippled child. He compared the 
advantages of the survey method in comparison with 
the compulsory census system or the introduction of com- 
pulsory notification. A sponsoring body, for example a 
rotary club, undertook to ascertain the number of juvenile 
cripples within a prescribed territorial area and their 
needs—financial, surgical, medical, educational. Cooperation 
with other local bodies was essential, and the more diverse 
the special interests of these bodies, the more successful 
the appeal was likely to be. These cooperating bodies— 
churches, schools, labour unions, sporting bodies, chambers 
of commerce and the Press—together with the general 
public ought to be sufficiently and accurately informed as 
to the means, objectives and scope of the whole effort. 
Collating of the information collected was the duty of 
the sponsoring body. For the purposes of the original 
survey in Sydney, the practical definition of a cripple 
adopted was that used by the New York State Commission 
for Crippled Children: 


A crippled child is one whose activity is (or 
due to a progressive disease may become) so far 
restricted by loss, defect, or deformity, of bones 
or muscles, as to reduce his normal capacity for 
education or self-support. 


Mr. Beale commended to lay workers in other States 
two publications issued by the Rotary Club of Sydney: 
a “Blue Book” which described in detail the suggested 
plan for the first survey undertaken in Australia, and a 
“White Book”, which discussed frankly and unequivocally 
the results of that plan. These two books would point 
out to others those important pitfalls and avoidable 
dangers which the Sydney Rotary Club had encountered 
in its work. In this, as in other aspects of the work, 
team-work was needed, and he hoped that by their keeping 
together the movement would benefit by the mistakes as 
well as the successes of earlier Australian, British and 
world experience. 

The problems of finding the crippled child in the country 
were brought out in an address by the Reverend S. G. 
Drummond, who described that part of the work of the 
Far West Children’s Health Scheme in regard to “Country 
Surveys for Crippled Children”. The scheme itself was 
founded by Mr. Drummond in 1924 to give outback 
children in necessitous circumstances a summer holiday 
by the seaside. When it was found that many of these 
children required medical, surgical and dental treatment, 
the holiday idea gave place to the health scheme. An 
experience with a child crippled from double congenital 
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dislocation of the hip, living 150 miles from a doctor, was 
the origin of the idea from which came, in 1926, the plan 
to comb the back country for cripples and to provide for 
their proper care and treatment. With the extension 
of this plan it had been found necessary to form local 
branches, seventy of which were now in existence. In 
every centre, without exception, the local doctors took 
an active part. The original personal survey had later 
been amplified by taking out an orthopedic surgeon to 
examine patients and to consult with the local doctors. 
In one such tour, in forty-five days the orthopedic surgeon 
had travelled over 7,000 miles and saw 641 patients. Where 
investigation by the local committee revealed necessitous 
circumstances, transport, treatment and after-care were 
undertaken by the scheme. Of the children examined, 
50% required specialized treatment, and at present there 
were 80 such crippled children in Sydney under specialist 
treatment, with 37 waiting in country centres until beds 
were available in Sydney hospitals. At the Manly Con- 
valescent Home of the scheme there was accommodation 
for 65 patients. As the average distance travelled by 
each child from its home to Sydney and return was 
approximately 1,000 miles, transport work and costs 
formed a very important part of the work. Covering the 
whole operations of the scheme for 1935, transport mileage 
paid for had reached 500,000 miles. 

The scheme was supported by voluntary contributions, 
but the voluntary services of specialists and hospitals 
made the work possible. Apart from metropolitan and 
Newcastle areas, where work had already been done, and 
the North and South Coast, only a very small portion 
of New South Wales remained to be covered to complete 
the surveys of the State undertaken by the Far West 
Children’s Health Scheme. 

Aspects of treatment and prevention of crippling con- 
ditions were dealt with by the medical delegates on broad 
lines of basic principles and practice. 


Dr. Douglas Galbraith dealt with “The Organization 
of Buildings and Services” as developed at the orthopedic 
section of the Children’s Hospital at Frankston, thirty 
miles from Melbourne. He said that a seaside site was 
generally preferable, with an equitable temperature, good 
solar radiation and sea-water at hand. Grounds should 
be comparatively flat and wards should be orientated west 
of north to get maximum winter sun but to avoid the hot 
afternoon sun of summer. He described the lay-out of the 
buildings at Frankston and details of planning and equip- 
ment and special apparatus, beds, treatment block, dental 
room, weighing room and therapeutic pool. At Frankston 
the distance from the parent hospital in Melbourne neces- 
sitated separate operating theatre and X ray plant, and 
also involved a larger nursing staff. . The proportion of 
nurses to patients in these circumstances was 1:3, instead 
of 1:4 or 1:5 as found in other institutions. These factors 
also added to cost per bed, which was £3 10s. per week. 
In a discussion following this paper there was general 
agreement as to the value of heliotherapy, but with 
definitely limited exposure. 


Dr. S. F. McDonald presented a paper, which was read 
by Dr. Crawford, on “Organization and Planning” with 
the object of restoring the cripple to a condition as near 
to normal as possible to enable him to become an active 
and independent member of the community. To achieve 
this end it was necessary to regard cripples as being 
divided into three groups. The short-term cripples (those 
with club-feet, malunited fractures, mild poliomyelitis and 
osteomyelitis) needed two units, hospital and school. With 
the long-term cripples (those with severe poliomyelitis, the 
tuberculous and most of the congenital spastic conditions) 
many could be helped to recovery to a degree that would 
enable them to make their own way in the world. Of the 
permanent cripples, most would always require protection 
and shelter. This group included extensive and severe 
cases of poliomyelitis, the spastic paraplegics, some tuber- 
culous ‘cases and those with odd conditions, such as mus- 
cular dystrophies and nervons degenerative diseases like 
Friedreich’s ataxia. In the spastic cases reeducation called 
for more physical and mental effort. No form of crippling 
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yielded such splendid results to treatment in suitable 
cases; none was more hopeless than the unsuitable case. 

In Queensland the long distances and transport diffi- 
culties had resulted in the decision to concentrate on a 
primary boarding school where cripples from all the State 
could be admitted, investigated, referred to hospital for 
any active surgical treatment whilst other treatment and 
general education were carried out conjointly at the school. 
The planning of such a school and the organization of 
life there were described. For the severely crippled 
children from twelve to eighteen years of age, and for 
those children whom treatment had not rendered fit for 
ordinary school life, the solution appeared to be a voca- 
tional school and an after-care committee. For the 
permanent cripple something comparable with the blind, 
deaf and dumb institutions might be envisaged. Such a 
scheme should meet the objectives which Lord Nuffield 
had summed up in a few casual words whilst recently in 
Brisbane: “Find them as early as you can, do all you can 
for them, and help them to do all they can for themselves.” 


The Treatment of Crippling Conditions. 


Sir Colin MacKenzie discussed “The Supreme Impor- 
tance of Muscle Function in the Treatment of Crippled 
The principles and practice which he laid 
down in his text-book on “The Action of Muscles” (pub- 
lished in 1918) were accepted as the basis for modern 
treatment. He pointed out how infantile paralysis affected 
the delicate mechanism of muscle and posture. In its 
destructive action infantile paralysis could be regarded 
principally as a definite attack on the erect posture 
mechanism, which had behind it a long history of 
functional and structural development. Only by a com- 
prehensive study of muscle function, as shown originally 
in the lower animals, and especially in Australian native 
fauna, by comparative anatomical researches, followed by 
a study of human muscle actions, could the problem of 
treatment be correctly approached. 


Dr. Harold Crawford dealt with “The Treatment of 
Crippling Conditions by Reeducation and Massage”. He 
stressed the important duty of the masseuse. He defined 
the principles which should be followed in treating 
infantile paralysis to secure ultimate reeducation and 
stimulation of the muscles to return to full function and 
power. Naturally, nothing could restore the power of 
muscles that had permanently lost their function either 
by interference with the nerve supply or damage to the 
muscle fibres themselves. Following the basic principle 
of rest in the early stages, treatment eventually entailed 
obtaining the confidence and cooperation of the pautient, 
avoidance of overstrain of the muscles, variation of 
splinting to avoid deformities, passive movements of 
joints, use of massage and diathermy, proper support 
during movement and, finally, controlled exercises. Each 
ease should be judged according to its progress, and 
vocational testing should be the guide to determine how 
long treatment should be continued before permanent 
damage could be assessed. 

In congenital deformities, especially with the spastic 
child, there was great necessity for early team work— 
doctor, nurse, masseuse, mother, child. Education in 
group movements (not reeducation) and attention to the 
different postures comprised the treatment. As in the 
treatment of all crippled children, infinite patience and 
perseverance were necessary. 

Acquired deformities should receive more attention than 
was usually given. Good results were obtainable by 
postural exercises in cases of chronic bronchitis, asthma 
and other pulmonary diseases where improper ventilation 
of the lungs resulted from a dorsal kyphosis with drooping 
of the shoulders. Scoliosis had many causes, but surely 
preventible causes were a persistent incorrect attitude 
and the carrying of heavy cases of school books by 
adolescent girls. 

In the treatment of the crippled child generally, 
important aspects were medical men with necessary 
knowledge and experience, close cooperation with fully 
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qualified masseuses, early diagnosis and continued treat- 
ment of congenital deformities, and further attention to 
the prevention of postural deformities, especially in school 
children. 

Dame Jean Connor spoke on “The Prevention and Treat- 
ment of Poliomyelitis and of the Crippling of Infantile 
Paralysis”. She pointed out that no method of preventing 
an outbreak by immunizing the population was known; 
since the incidence in the last Victorian epidemic was 
only 1 in 5,000, any mass inoculation was obviously 
impracticable. There were, however, definite methods of 
preventing the crippling results of poliomyelitis itself. 
Human immune serum was valuable if handled by persons 
who appreciated its limitations; its field of usefulness 
was when diagnosis had been established before the onset 
of paralysis, and that necessitated an alert public, a fore- 
warned medical profession, and accessible stocks of serum. 
She paid a tribute to the care and meticulous attention 
taken by the Commonwealth Serum Laboratories in 
preparing supplies of serum in Melbourne. When paralysis 
had developed, she stressed the need to remember that 
the affected person was only a potential cripple. With 
infantile paralysis as it had occurred in Australia within 
the last decade the tendency was towards recovery of 
the muscle, if given the opportunity. Principles of 
splinting and resting of muscles were demonstrated on 
models, and it was claimed that if these fundamental 
principles were adhered to, a large proportion of patients 
with infantile paralysis recovered completely. 


Sister Elizabeth Kenny told the conference of the work 
of the three clinics using her method; these were estab- 
lished in Townsville, Brisbane and Toowoomba in 
Queensland. There 400 patients were under treatment and: 
another hundred at the clinic established-at the Royal 
North Shore Hospital in Sydney. No complaints had been 
received concerning lack of progress in any of these cases. 
Conditions under treatment included infantile paralysis, 
spastic paralysis and birth palsies, and the periods since 
onset of paralysis ranged from four months to forty 
years. At the present time a Royal Commission was 
reporting on the results of treatment in Queensland and 
a committee of medical men in Sydney would issue an 
interim report within a fortnight. 

A number of trained nurses were in training at the 
clinics, and all patients were admitted under medical 
supervision and on the diagnosis of a medical man. As 
regards publication of her methods, she said that when 
medical observers declared her results to be satisfactory 
and better than that expected from any other method, a 
practical demonstration of what was done and how it 
was done would be given to any medical man. 


Some criticism was offered by Dame Jean Connor, Dr. 
Crawford and Dr. Galbraith, who said that, from the 
medical standpoint, Sister Kenny’s method could not be 
accepted indiscriminately until the method had been put 
on a scientific basis and tested on that basis. 

Lady Latham expressed disappointment with Sister 
Kenny’s paper in that, unlike other workers, she did not 
tell the conference by what means her results were 
obtained; she felt that if Sister Kenny had a contribution 
to make towards the prevention and cure of deformity, 
that contribution should be made without condition. 


Education, Training and Placement of Cripples. 


Most addresses to the conference stressed the importance 
of including in any scheme for dealing with the crippled 
child full provision for primary education, for technical 
vocational training within the limits of his disability and 
aptitude, and for his subsequent placement in employment. 
The conference was fortunate in hearing three papers on 
these subjects by delegates with long experience in the 
practical problems associated with these phases of the 
work. 

Miss L. F. Carne discussed “The Education of the 
Crippled Child” under four main headings. She said that 
hospital teaching was instituted in Sydney fifteen years 
ago and had been quietly and effectively carried on since 





that time at the Royal Alexandra Hospital at Camperdown 
and at the convalescent hospitals at Collaroy and at 
Canonbury, Darling Point. Home tuition and corres- 
pondence teaching had been developed and the women’s 
auxiliaries had rendered valuable assistance by appointing 
volunteer tutors to help in tuition and handicrafts. The 
school for the physically handicapped was opened in 1930 
in the grounds of the Royal Alexandra Hospital, and at 
the present time the attendance was 45 (20 boys and 
25 girls). Transport was provided, with a free luncheon 
and special seating accommodation. Teaching was largely 
individual and classes were arranged according to attain- 
ments rather than age. Handwork occupied a big place 
in the school programme. The tuberculous and spastic 
scholars presented special problems of their own. A girl 
guide company, excursions and other means were adopted 
to overcome the initial attitude of invalidism with which 
children entered the school. Vocational training followed 
nautrally in sequence on the work of the school, which 
provided special pre-vocational classes in various trades 
and occupations. 


A paper on “Technical Education of Cripples” gave 
freely of the experience of Mr. James Nangle, who was 
formerly Commonwealth Director-General of Vocational 
Training of Returned Soldiers under the Repatriation 
Department, and Superintendent of Technical Education 
in New South Wales. He pointed out how success in any 
calling was dependent not only on experience and training, 
but on aptitude, This applied to the normal youth, but 
much more so to the cripple. A poor standard of primary 
education was often a serious obstacle to progress. 
Training should be given only after a careful and sympa- 
thetic investigation of the inclination, aptitude and 
physical condition of an applicant. For that reason the 
personnel of the Committee on Vocational Training of the 
New South Wales Society for Crippled Children had been 
constituted as follows: (i) a chairman chosen because of 
extensive knowledge of technical education and of the 
work in various callings; (ii) a medical officer with 
special knowledge of the physical conditions of cripples; 
(iii) a representative of the Department of Labour and 
Industry, chosen because of his acquaintance with the 
industrial laws and regulations likely to affect cripples 
when in employment; (iv) a woman chosen because of her 
special knowledge of education and an interest in the 
social welfare of girls; (v) a business man acquainted 
with the conditions of work in all branches of commerce; 
and (vi) an architect, chosen because of his general 
knowledge of structural work and of applied art. 


Mr. Nangle recounted experiences of types of cripples 
with gross disabilities, but with aptitude which special 
training had developed. Whilst the technical schools 
could cater for many cases, a great need still existed for 
a special training school where certain selected trades 
could be taught to cripples. The New South Wales Society 
had already successfully established a school for training 
in boot repairing. In ‘selecting cripples for vocational 
training consideration was given to the practical aspects 
of eventual employment. He reviewed the results in 257 
cases in which children had been given training. in 
different callings, detailed under the general heads of 
mechanical, applied art and commerce; this was a record 
of work value to the cripples themselves ana to the 
community. 


Mr. W. SS. Corner discussed “Employment after 
Training” in a paper which reviewed the work of the 
New South Wales society in this field over the last four 
years. This covered the period of financial depression, 
but in that time 125 individuals (79 boys and 46 girls) 
had obtained employment. Of the 1,343 children registered 
by the society, 272 were over fourteen years of age, but 
some were still at school; others were receiving special 
training or awaiting placement. A list of occupations 
entered gave evidence of the wide adaptability of the 
children so placed. Of those obtaining employment, 
68-5% were affected in legs and feet, 22% in arms and 
hands, and 95% in the body. The methods used in 
securing employment were explained: publicity, corres- 
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pondence and over .the. past two years the successful 
employment of a placement officer to insure direct contact 
with employers. A card index system, giving full 
particulars of each individual case, greatly facilitated the 
work of the placement committee. The need was stressed 
for the cooperation of employers and a survey of the fields 
of employment to ascertain specifically the work available 
for a young person with a particular disability. Coopera- 
tion with other organizations concerned with somewhat 
similar service was desirable, with the ultimate objective 
of establishing a placement bureau to deal with all handi- 
capped persons seeking employment. 

In discussing points raised by these speakers, Mr. 
G. Fred. Birks emphasized what could be achieved by 
getting these children to use their hands for the develop- 
ment of their mental powers. 


Miss F. E. Pennington asked the experience of others 
in the education of the spastic child, since their education 
should be commenced as early as possible; their 
intelligence could not be tested by the ordinary methods 
of Binet and Porteus tests, whilst their disabilities made 
group instruction impossible. 


Resolutions of the Conference. 


The final session of the conference met in the morning 
of April 8. Delegates expressed a unanimous opinion that 
the conference had been well worth while and there was 
general agreement that further conferences would be 
valuable. Three resolutions were therefore adopted as a 
recommendation to this effect: 


1. That the Commonwealth Department of 
Health be requested to call together a further 
Australian conférence to deal with this important 
subject. 

2. That the time of convening the next 
conference be left to the Commonwealth Depart- 
ment of Health with ‘the suggestion that the 
meeting should be held somewhere in_ the 
neighbourhood of two years’ time. 

3. That the next conference should be held in 
Sydney. 


Following general discussion on principles of administra- 
tion and coordination of the work throughout Australia, 
a further resolution was adopted: 


4. That the conference endorses the principle 
adopted by: the Council of Advice under the 
Nuffield Trust that the formation of Crippled 
Children’s Societies is necessary in every State 
and commends the formation of such a society 
in Western Australia—the only State in which 
such a society has not been formed. This step 
will render possible the formation ultimately . 
of a Federal organization. 


Reference has already been made to the decision of the 
conference, voiced by the Chairman, that delegates should 
take back to their organizations the question of the forma- 
tion of a,central council as the basis of a federal organiza- 
tion, and that the matter should be brought up as a 
definite item for discussion at the next conference. 


Votes of Thanks. 


On the motion of the Chairman votes of thanks were 
accorded to Dr. J. H. L. Cumpston for his organization of 
the conference, to Sir Colin MacKenzie for making the 
Australian Institute of Anatomy available for the 
conference, and to Lady MacKenzie for her kind hospi- 
tality to delegates. 


The conference closed with a vote of thanks to the 
Chairman (Dr. R. B. Wade) for the efficient and dignified 
way in which he had conducted the affairs of the 
conference. 





Post-Graduate Tork. 


REFRESHER COURSE IN BRISBANE. 


THE Queensland Post-Graduate Committee announces 
that a post-graduate refresher course will be held at 
Brisbane from Monday, June 1, to Friday, June 5, 1936. 
The fee for the course will be two guineas; the fee should 
be paid in advance to the Honorary Secretary, Dr. Horace 
W. Johnson, 149, Wickham Terrace, Brisbane. 

Railway concession tickets at single fare plus one-third 
for the double journey will be available to members 
attending the course. Similar concession tickets will be 
available to the wives of those attending, also to sons 
under sixteen years of age and daughters who are wholly 
dependent on the member. Sons and daughters under 
fourteen years of age will be entitled to travel at half 
the concession fare.'" The distance travelled in each 
direction must exceed twenty-five miles. There will be 
no reduction on single tickets. 

Those desiring concession tickets should immediately 
make application to the Honorary Secretary, who will 
then issue the necessary certificates. These certificates 
must be signed by the member on receipt of his ticket. 


The programme of the course is as follows. 


Monday, June 1, 1936. 


9 a.m.—Registration, Brisbane Hospital. 

9 a.m.—Dr. E. S. Meyers and Dr. H. McLelland: Operations, 
Brisbane Hospital. 

11.15 a.m.—Dr. Clive Uhr: X ray demonstration, Brisbane 
Hospital. 

2 p.m.—Dr. Culpin’s clinic: Ward cases, ear, nose and 
throat demonstration, Brisbane Hospital. 

4.30 p.m.—Professor Helmore: Lecture, “Child Dentistry 
from Aspect of General Health”, Geology Theatre. 

8.15 p.m.—Dr. Allan Walker: Lecture, “Colitis”, Geology 
Theatre. 


Tuesday, June 2, 1936. 


9 a.m.—Hospital for Sick Children staff: Lecture-demon- 
strations, Hospital for Sick Children. Dr. Leslie 
Gibson, clinical demonstration; Dr. L. Hill, “Cervical 
Swellings”; Dr. S. F. McDonald, medical cases; Dr. 
K. B. Fraser, surgical cases. 

11.30 a.m.—Dr. A. Paterson: Allergy, clinical demonstra- 
tion, Hospital for Sick Children. 

2 p.m.—Dr. Bruce Mayes: Ante-natal clinic, Lady Bowen 
Hospital. 

Alternative-——Dr. Power: Urology, Out-Patients’ Depart- 
ment, Brisbane Hospital. 

4.30 p.m.—Dr. Allan Walker: Lecture, “Peripheral Vascular 
Disease”, Geology Theatre. 

8.30 p.m.—Dance, Bellevue Hotel. 


Wednesday, June 3, 1936. 
9 a.m.—Dr. A. Lee and Dr. N. Sutton: Surgical demon- 
stration, Brisbane Hospital. 
11.15 a.m.—Dr. Eustace Russell: 
Hospital. 
Afternoon free. 
Evening free. 


Ward rounds, Brisbane 


Thursday, June 4, 1936. 


9 a.m.—Dr. L. M. McKillop: Lecturette, operations, Mater 
Misericordie Public Hospital. 

11.15 a.m.—Staff, Mater Misericordie Children’s Hospital: 
Demonstrations, Mater Misericordie Children’s 
Hospital: Dr. Windsor, “Some Points in the Surgery 
of Childhood”; Dr. P. Earnshaw, clinical demonstra- 
tion; Dr. Athol Quayle, “Nasal Obstruction in 
Childhood”. 

2.30 pm —Dr. Allan Walker: 
Accidents”, Geology Theatre. 


Lecture, “Pulmonary 
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4.30 p.m.—Dr. A. V. Meehan: Lecture, “Infantile Paralysis 
and its Treatment”, Geology Theatre. 

8.15 p.m.—Professor Harold Dew: Lecture, “Surgical 
Shock and the Use of Fluids in Surgery”, Geology 
Theatre. 


Friday, June 5, 1936. 


10 a.m. to 12 noon.—Short illustrated lectures, Geology 
Theatre: (1) Dr. Alex Marks, “Life Insurance Exam- 
inations’; (2) Dr. Bruce Mayes, “Sterility”; (3) Dr. 
Noel Lane, “Medical Certificates’; (4) Dr. Charles 
Wassell, “Acute Otitis Media”. 

2.30 p.m.—Cancer Clinic, demonstration, Mater Miseri- 
cordie Public Hospital. 

3 p.m.—Dr. L. M. McKillop: Lecture, “Recent Advances in 
the Treatment of Malignant Disease”, Mater Miseri- 
cordie Public Hospital. 

4.15 p.m.—Dr. B. L. W. Clarke: Lecture, “Essentials for 
Producing Good Radiograms”, Geology Theatre. 

8.15 p.m.—Professor Harold Dew: Bancroft Oration, “Some 
Aspects of Neuro-Surgery”, Geology Theatre. 


Correspondence, 


PSYCHOANALYSIS. 


Sir: In his letter in your journal of the 18th instant 
Dr. McGeorge endeavours to correct Dr. Adey’s statement 
that psychoanalysis has been established for forty years. 
In support of this correction Dr. McGeorge makes the 
extraordinary statement that Freud’s first work was 
published in 1908. Freud’s first paper on psychopathology 
was published in 1893; by 1908 he had published upwards 
of twenty articles in scientific journals, and also seven 
books, including “The Psychopathology of Everyday Life”, 
“Wit and the Unconscious’, “The Interpretation of 
Dreams” et cetera. 

Dr. McGeorge then maintains that “his [Freud’s]} 
teachings have become widely known, and this, of course, 
is largely due to the ‘quacks’ who received them gratefully, 
realizing their possibilities as a source of income, and not 
because of any intrinsic scientific merit they possess’. 
One notes that Dr. McGeorge and the “quacks” seem to be 
associated in failing to appreciate the intrinsic scientific 
merit of Freud’s work. 

When Dr. McGeorge was Senior Medical Officer at 
Broughton Hall Psychiatric Clinic he wrote a very able 
article, which was published in THe MEpIcAL JOURNAL OF 
AUSTRALIA under the title of “Environment and Hysteria”. 
In this he stated, inter alia: “Even if.we cannot accept 
the teachings of Freud in toto, we must admit that there 
is much to be said for his theories concerning the develop- 
ment of the libido from childhood, through puberty to 
adolescence” (sic). This admission is greatly at variance 
with Dr. McGeorge’s recent abuse of Freud and his 
followers. But of course he is entitled to change his 
views; it is evident that he has done so. Whereas now 
he rarely needs to go back more than a year or two in 
the lives of his patients to find the origin of the trouble, 
when he wrote “Environment and Hysteria” Dr. McGeorge 
found that the psychogenesis of hysteria in 75% of his 
cases (female) lay in the absence, loss or lack of influence 
of the father in the pre-pubertal years. 

In conclusion, I might mention that I am able to agree 
with Dr, McGeorge on one point. I too have never obtained 
a history of an illicit passion for a maternal great-aunt, 
conceived at the age of three, even in the most pronounced 
neurosis. 

Yours, etc., 
2 GEOFFREY TRAHAIR. 

Mental Hospital, 

Kenmore, 
April 22, 1936. 





Ciniversity Intelligence. 


THE UNIVERSITY OF MELBOURNE. 


Post-Graduate Medical Diplomas. 

Courses of instruction in the subjects of Part I of the 
examination for the Diplomas of Ophthalmology, Laryn- 
gology and Otology, Gynecology and Obstetrics, and 
Psychological Medicine will be given at the University of 
Melbourne during the second term, which commences on 
Monday, June 8, provided, in each case, that at least three 
candidates enter for the course. 

Enrolment cards, accompanied by a bank-slip for the 
prescribed fee of £31 10s., should be lodged with the 
Registrar not later than Saturday, May 23. Should no 
class be held, the fee will be refunded. 


— 
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jOroceedings of the Australian Medical 
Boards. 


TASMANIA. 


THE undermentioned have been registered, pursuant to 
the provisions of the Medical Act, 1918, of Tasmania, as 
duly qualified medical practitioners: 

Anderson, Hugh George, L.R.C.P. (Edinburgh), 
L.R.C.S. (Edinburgh), L.R.F.P.S. (Glasgow), 1918, 
Bothwell. 

Donald, Russell Hughes Oxby, M.B., B.S., 1935 (Univ. 
Melbourne), Zeehan. 

Mabin, Francis Robert Turnbull, M.B., B.S., 1935 (Univ. 
Melbourne), Public Hospital, Launceston. 

Munro, Robert, M.B., B.S., 1929 (Univ. Melbourne), 
Campbell Town. 

Overstead, John Edward, L.R.C.P. (Edinburgh), 
L.R.C.S. (Edinburgh), L.R.F.P.S. (Glasgow), 1922, 
Campbell Town. 

Freeman, Thomas Daniel, M.B., B.S., 1926 (Univ. 
Melbourne), Repatriation Department, Hobart. 

Hudson, Leslie Charles, M.B., B.S., 1934 (Univ. Mel- 
bourne), Cameron Street, Launceston. 


NEW SOUTH WALES. 


THE undermentioned have been registered, pursuant to 
the provisions of the Medical Act, 1912 and 1915, of New 
South Wales, as duly qualified medical practitioners: 
Chariton, Harold William, M.B., B.S., 1923 (Univ. 
Melbourne), Repatriation Department, Sydney. 
Burgess, Clard, M.B., Ch.B., 1933 (Univ. Liverpool), 
Broken Hill Hospital. 

Henderson, James Marshall, M.B., Ch.B., 1933 (Univ. 
Glasgow), Broken Hill. 

Heriot, Stuart, M.B., B.S., 1924 (Univ. Melbourne), 
Repatriation Department, Sydney. 

Kay-Mouat, John Richard, M.B., Ch.B., 1912, D.P.H., 
1914 (Univ. Bristol), The Grove, Gosford. 

Loftus, William Ashley De Varre, M.B., B.S., 1928 
(Univ. Melbourne), Candelo. 

Overstead, John Edward, L.R.C.P., 1922, L.R.C.S. 
(Edinburgh), L.R.F.P.S. (Glasgow), 1922. 


<i 
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Dbituarp, 


HILLIS KYLE HOUSTON. 


WE regret to announce the death of Dr. Hillis Kyle 
Houston, which occurred on April 26, 1936, at Scone, New 
South Wales. > 
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THOMAS BUTLER KERR. 


WE regret to announce the death of Dr. Thomas Butler 
Kerr, which occurred at Auburn, Victoria, on April 9, 1936. 


Books Received, 


AN INDEX OF DIFFERENTIAL DIAGNOSIS OF MAIN 
aa ton my vw authors, edited by Herbert French, 
B.E., F.R.C.P.; Fifth Edition ; 1936. Bristol : 
Sonn Weight cad Sins Limited ; London : Simpk in Marshall 
Limited. Super royal 8vo, pp. 1516, with 742 illustrations, 

of which 196 are coloured. Price: 84s. net. 

HANDBOOK OF SURGERY, by Eric C. Mekie, M.B., Ch.B., 
F.R.C.8S., with foreword by John Fraser, M.C., M.D., Ch.M., 
F.R.C.S.E.; 1936. Edinburgh: E. and s. Livingstone. 
Crown 8vo, pp. 711. Price: 12s. 6d. net. 
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Diary for the Month. 


5.—Tasmanian Branch, B.M.A.: Council. 

6.—Western Australian Branch, a ey Council. 

6.—Victorian Branch, B.M.A.: Branch 

7.—South Australian Branch, “B.M.A.: Council. 

8.—Queensland Branch, B.M.A.: Council. 

12.—Tasmanian Branch, B.M.A.: Branch. 

12.—New South Wales Branch, B.M.A.: Executive and 
Finance Committee. 

19.—Tasmanian Branch, B.M.A.: Council. 

19.—New South Wales Branch, B.M.A.: Ethics = cmmanaes 

20.—Western Australian Branch, B.M.A.: Branch 

22.—Queensland Branch, B.M.A.: Council. 

26.—New South Wales "Branch, B.M.A.: Medical Politics 
Committee. 

27.—Victorian Branch, B.M.A.: Council. 

28.—South Australian Branch, B.M.A.: Branch. 

28.—New South Wales Branch, B.M.A.: Branch. 

Junp 1.—New South Wales Branch, B.M.A.: Organization and 
Science Committee. 
Jung 2.—Tasmanian Branch, B.M.A.: Council. 
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Wedical Appointments. 








Dr. R. S. Rogers, pursuant to the provisions of the 
Medical Practitioners Act, 1919, has been appointed 
President of the Medical Board of South Australia. 

. . s 


Dr. A. E. Panting has been appointed Honorary Der- 
matologist at Lidcombe State Hospital and Home, New 
South Wales. 

7 


Dr. O. N. Walker has been appointed Medical Officer of 
Health by the Plantagenet Road Board, Western Australia. 
+ * . 


Dr. A. J. MacDonald, pursuant to the provisions of the 
Workers’ Compensation Act, 1928, has been appointed 
Certifying Medical Practitioner at Dromana, Victoria. 


tls 
all 


Wevdical Appointments Vacant, etc. 





For announcements of medical appointments assistants, 
locum tenentes sought, etc., see “Advertiser”, pages xx, xxi, xxii. 


LAUNCESTON Pusiic HospiTrat, LAUNCESTON, TASMANIA: 


Medical Superintendent. 

Mackay Hosprrats Boarp, MACKAY, QUEENSLAND: Resident 
Medical Officer. 

Prince Henry HospiTrat, SypNey, New SoutrH WALES: 
Junior Resident Medical Officers. 

Sourn Oraco Hosprrat Boarp, BancturHa, NEw ZEALAND: 
House Surgeon. 

Tue BrisBaNeE AND Soutu Coast HospiTats BoarD, QUEENS- 
LAND: Honorary Officers. 

Tue New SovutH Wates Masonic HosprraL, SypnNey, NEw 
Sourn Wates: Resident Medical Officer. 

Tue Pustic Service Boarp, Sypney, New Soutrnh WALES: 
Medical Officer. 





Medical Appointments: Jmportant Motice, 


MEDICAL PRACTITIONERS are requested not to apply for any 
appointment referred to = the following table without having 
first communicated with the Honorary Secretary of the Branch 
named in the first column, or with the Medical Secretary of the 
British Medical Association, Tavistock Square, London, W.C.1. 





BRANCHES. APPOINTMENTS. 








Australian Natives’ Association 

Ashfield and District United Friendly 
Societies’ Dispensar 

ae Loe Friendly Societies’ Dis- 


New SourH WALgs: Friendly. ‘Society Lodges at Casino. 
Honorary Secretary,|Leichhardt and Petersham United 
135, Macquarie Street, Friendly Societies’ Dispensary. 
Sydney. Manchester Unity Medical and Dispen- 
sing Institute, Oxford Street, Sydney. 
North Sydney ney Societies’ Dis- 
pensary Limited. 
es 7 Prudential Assurance Company 


ited. 
Phenix Mutual Provident Society. 





All Institutes or Medical Dispensaries. 
VicTorIAN : Honorary |Australian Prudential Association, Pro- 
Secretary, Medical prietary, Limited. 
Society Hall, Mutual National Provident Club. 
Melbourne. National Provident Association. 
Hospital or other appointments outside 
Victoria. 





Brisbane Associate Friendly Societies’ 
Medical Institute. 

Chillagoe Hospital. 

Richmond District 
Queensland. 

Members accepting LODGE appoint- 
ments and those desiring to accept 
appointments to any COUNTRY 
Hospital are advised, in their own 
interests, to submit a copy of their 
Agreement to the Council before 
signing. 


Hospital, North 
QUEENSLAND: Honor- 
ary Secretary, B.M.A. 
Building, Adelaide 
Street, Brisbane. 








SouTH AUSTRALIAN: Lod appoi . 
Secretary, 207, North oa age ppointments in South Aus 
Terrace, Adelaide. Conteact Practice Appointments in 
South Australia. 





WESTERN AvUs- 
TRALIAN: Honorary |All Contract Practice Appointments in 
Secretary, 205, Saint Western Australia. 
George’s Terrace, 

Perth. 





New ZEALAND (Wel- 

lington Division) : 

Honorary Secretary, 
Wellington. 


Friendly Society Lodges, 
New Zealand. 


Wellington, 








Enditorial Motices. 


Manuscripts forwarded to the office of this journal cannot 
under any circumstances be returned. Original articles for- 
warded for publication are understood to be offered to Tu 
— JOURNAL OF AUSTRALIA alone, unless the contrary be 
stat 


All communications should be addressed to “The Editor’, 
Tue Mepica JourNAL or AuvusTRALIA, The Printing House, 
Seamer Street, Glebe, New South Wales. (Telephones : 
MW 2651-2.) 

Members and subscribers are requested to notify the manager, 
Tue Mepica, JouRNAL OF AUSTRALIA, Seamer Street, Glebe, 
New South Wales, without delay, of any irregularity in the 
delivery of this journal. The management cannot accept any 
responsibility or recognize any claim arising out of non-receipt 
of a unless such a notification is received within one 
mon 


SupscripTion Rartes.—Medical students and others not 
receiving THs MepicaL JOURNAL OF AUSTRALIA in virtue of 
membership of the Branches of the British Medical Association 
= the Commonwealth can become subscribers to the journal by 

pplying to the Manager or through the usual agents and book- 
llers. Subscriptions can commence at the beginning of an 
quarter and are renewable on December 31. The rates are £ 
for Australia and £2 5s. abroad per annum payable in advance. 





